
Student's Name_______________________________
Emergency Day Telephone Number( )_________________________

Creativity Workshop
~ Medical Release ~

Student's Last Name _____________________ First Name________________________ Middle Initial ___

Is your child allergic to any medication? _____ If so, list the medication and its adverse side effect.

Date last tetanus was administered: ______________________ Is it current? _________________________

Does your child have any special needs we should be aware of?
___visual ___hearing ___speech ___diet ___other. Are you attaching any information with this form? ___
List any medicine your child routinely takes and the dosage as well as the reason why the medication is
administered:_____________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________

Is there anything else that you feel we should be aware of regarding your child that we have not inquired? If
so, please explain: _______________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________

If I am unable to be reached in the event of an emergency, please contact one of the following persons. Each
is aware that I have listed him/her as an emergency contact person. Should an emergency arise, the individual
emergency contact person who is contacted is to act of my behalf for my child, _________________________

(print child's name here)

Emergency Contact Person Relationship to Student Day Telephone No. Night Telephone No.
1. _____________________________________________________________________________________
2. _____________________________________________________________________________________
3. _____________________________________________________________________________________

Is your child covered under an insurance policy? Yes ____ No ____
Insurance Company Name __________________________________________________________________
Insurance Number_________________________________________________________________________
Name of individual who is listed as the primary person on the policy__________________________________

Student's Physician's Name _________________________________________________________________
Physician's Office Name_______________________________________ City _________________________
Office Telephone No. (_____)– _______________________________________________________________

A local physician is hereby authorized to render primary medical care to my son/daughter during his/her
enrollment in The Center for Creative Scholars workshops. This authorization is not intended to provide any
unusual authority to a medical professional except that authority necessary for routine and/or emergency
medical care to my son/daughter while attending the activity or participating in field reporting trips associated
with The Center for Creative Scholars.
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Studentʼs Name________________________________

Parents are routinely informed of any emergency medical condition(s) that occur.

The Center for Creative Scholars staff should be made aware of any medical condition(s) your child may have.
Attach a list of any chronic conditions such as sinus, kidney problems, asthma, penicillin, and tetanus. Check
here ___ if you have attached an extra page and/or physician's statement.

I understand that should my child bring a prescription medicine to the creativity workshop it must be sent in its
prescription bottle. Permission for the student to self-administer as well as the specific directions
he/she will be following for the administering of this medicine must be written and signed by the
parent/guardian.

I also authorize the calling of a doctor and /or the provision of other necessary medical service at my expense
should an emergency arise as determined by The Center for Creative Scholars staff supervisor. I hereby give
permission for my child to participate in all scheduled activities through The Center for Creative Scholars.

In order for your child to attend this program administered and coordinated by The Center for Creative
Scholars, this Medical Release and the below Consent to Participate Statement must be accepted. Neither
will be accepted if incomplete.

Signature of parent/guardian_____________________________________________ Date_______________

Please print your name here_________________________________________________________________

Day telephone number (_____)–_________________ Night telephone number (_____)–________________

~ Consent to Participate Statement ~

I hereby give permission for my child, ____________________________________, to participate in any and
all activities of the creativity workshop. I will not hold The Center for Creative Scholars faculty or staff, nor
William Carey University responsible for any accidents or injuries incurred during the workshop. I also agree
that any research data collected and/or publicity information (television, newspaper, etc.) produced in relation
to this activity may be used by The Center for Creative Scholars and/or William Carey University.

Signature of parent/guardian _______________________________________ Date ____________________

Should you have any questions or concerns regarding any aspect of this program or others offered through
The Center for Creative Scholars, please do not hesitate to contact Dr. Read Diket at (601) 318-6205.
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