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Janice K. Brewer
                                           State of Arizona
                                                         Cassandra A.  Larsen

      Governor              
                            Governor’s Office for Children, Youth and Families

    Director                                       


Governor’s Youth Commission

Medical Release

July 1, 2009 – June 30, 2010
Medical Information

First Name: ____________________________________   

Last Name: ____________________________________
Date of Birth: _____/______/_______ Grade: _____ Sex: (Circle One) Male   Female

Is the student currently taking medication? How often and in what quantity should this medication be dispensed? _______________________________________________________________________________________

Allergies - Please note any allergies to food, medication or other sources: _______________________________________________________________________________________

Medical conditions we should know about (past and current conditions): 

_______________________________________________________________________________________

Does the student have any special needs (health, nutrition, etc.)?  Please explain: 

_______________________________________________________________________________________

Does the student have any physical disabilities we should know about?  Please explain:

_______________________________________________________________________________________

Do you have objections to this individual receiving medical care? (Circle one)
Yes
No 

If so, what treatment? _____________________________________________________________________________
Medical Release

I authorize the Governor’s Office for Children, Youth and Families to offer medial treatment/attention to __________________________ (Governor’s Youth Commission Member’s name) while he/she is in attendance, or in travel for GYC meetings and events. I authorize this for the time period of July 1st 2009 to June 30th 2010.

GYC Member’s Name ​___________________________________

Medical Insurance Information: ____________________________

Policy Number: _________________________________________

__________________________________________         __________________________________________

Printed Name of Parent or Guardian                                   Phone Number of Parent or Guardian

__________________________________________         __________________

Signature of Parent or Guardian                                          Date   
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