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2012 Quaker Youth Leadership Conference





Permission, Consent for Medical Treatment and Emergency Contact Information
Dear Parent or Guardian:
Your child has been registered to participate in the Quaker Youth Leadership Conference.  In order for your child to participate we ask that you read the form below carefully, complete the relevant information and sign and return the form to your child’s school representative.  Completed forms are required for all children attending the conference.

Student Name:
 ____________________________
School: _____________________________________ 

Date of Birth: _____________________________
Age: ________________________________________

Address:__________________________________________________________________________________

I give permission for my child to participate in the 2012 Quaker Youth Leadership Conference, from Thursday, February 2 to Saturday, February 4, 2012, to be held at Friends Academy (FA), at 240 Duck Pond Rd, Locust Valley, NY.  Chaperones will be provided by both FA and my child’s school.  

I understand the nature of the activities in which my son/daughter will be participating and that he/she is expected to abide by the school code of conduct during the course of the activity.  I understand that my child will be traveling by van or bus to and from FA during the conference.  I acknowledge that I will be responsible for working out my child’s transportation to and from the conference with the chaperone from his or her school
I give my permission for my child to be administered medical aid by a physician or hospital staff if the need arises.  
Emergency contact information during the conference is:
Parent Name:
_______________________________
Email:_______________________________________
Phone Numbers (home/work/cell): ____________________________________________________________

Parent Name:
_______________________________
Email:_______________________________________

Phone Numbers (home/work/cell): ____________________________________________________________

Other contact:
______________________________
Phone:________________________________________

Doctor’s Name: _______________________

Dr. Phone # :__________________________________
Medical Ins Provider:______________________
Med Ins #: _____________________________________
I will be providing and sending the following medication for my child_____________________________________

(Please note medications must be in original pharmacy prepared containers, clearly labeled with student name, drug, dosage and frequency. It is the expectation of Friends Academy that your child’s school chaperone will be responsible for the storing and dispensing of medications.)

Condition for which the medication is being administered: __________________________________________

Please list any allergies or medical conditions, special requirements or limitations:
____________________________________________________________________________________________
Please list any dietary restrictions:________________________________________________________________

Signed by: ________________________________
Date:  _______________________________

                 (Parent/Guardian)
Name:___________________________________
             (Please Print)
