MUSIC INSTITUTE OF CHICAGO

MEDICAL AUTHORIZATION AND EMERGENCY CONTACTS

Medical Authorization:
The Music Institute of Chicago has my permission as the parent or legal guardian of: _________________________________, birth date___________ to act on my behalf in any emergency dealing with the health and welfare of my child and to obtain emergency treatment for my child by a licensed physician or emergency medical service agency during a Music Institute of Chicago event, including but not limited to concerts, rehearsals, performances, tours, etc.  I further agree to pay all costs related to this emergency treatment.  I understand all efforts will be made to contact me.  

Medical Information:
Known Medical Condition: _________________________________________________ Allergies: _______________________________________________________________

Special Dietary Requirements: ______________________________________________

Physician: _________________________________________Phone:________________

Prescription Medicines:

Please list all prescription medication your child will have in his/her possession while at the Music Institute of Chicago.

Name of medication: ________________________________Dosage:_________________________ 

Please indicate one:   ____Student can self-administer  ____Need adult to administer

Prescribing Physician: ______________________________Phone:_________________

Address:________________________________________________________________

Name of medication:

________________________________Dosage: _________________________ 

Please indicate one:   ____Student can self-administer  ____Need adult to administer

Prescribing Physician: ______________________________Phone:_________________

Address:________________________________________________________________

Medical Insurance 

Provider: _______________________________________________________________ Address: _________________________________________Phone: ________________

Group Plan or Number:_______________________ Policy Number:_______________

Name of Subscriber: __________________________________________
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EMERGENCY CONTACTS:

IN AN EMERGENCY, IT IS IMPERATIVE THAT THE PARENT/GUARDIAN IS REACHED QUICKLY.  PLEASE PROVIDE EMERGENCY CONTACT INFORMATION BELOW; NOTIFY MIC IMMEDIATELY WITH ANY CHANGES TO THESE EMERGENCY PHONE NUMBERS.

EMERGENCY CONTACT:

NAME: _________________________________________________________________ 

RELATIONSHIP: ________________________________________

PHONE CONTACTS:

Work ___________________ Home ___________________ Cell __________________

ALTERNATE EMERGENCY CONTACT:

NAME: _________________________________________________________________ 

RELATIONSHIP: ________________________________________

PHONE CONTACTS:

Work ___________________ Home ___________________ Cell __________________

SIGNED: ____________________________________________DATE:_____________

                  (Circle one)     Father      Mother     Legal Guardian

PRINT NAME: ________________________________________

All information obtained in the exercise of this authorization will remain strictly confidential and will be held in a separate confidential file with access limited to those who need to know in order to respond to emergency situations involving the student.

