
ARIZONA 4-H YOUTH DEVELOPMENT
Parental/Guardian Consent & Release of Medical Information

PARTICIPANT’S NAME: BIRTH DATE

_____________________________________________________________________________________         
 Last First M.I. Month/Date/Year

ADDRESS: ____________________________________________________________________________    

_______________________________________________________ PHONE: ___________________
CITY ZIP
Do you have a disability for which you seek an accommodation?  If so, please list your needs: __________

______________________________________________________________________________________

Emergency Medical Information :
For treatment purposes: 

____________________________________________________________________________________________________
Name of Physician/licensed medical practioner PH#

____________________________________________________________________________________________________
Insurance Company Policy #

List Prescribed Medication: _____________________________________________________________________________

List approved “Non-Prescription” Medications your child may be given: (aspirin, ibuprofen, cold remedies, etc.) _________
___________________________________________________________________________________________________

List activities prohibited due to medical conditions: __________________________________________________________

List allergies (food, drug, plant, insect, etc. )________________________________________________________________

Immunization dates ( Month/Year): Tetanus:_________ Measles:_________ Mumps:___________

Emergency Contact(s):
Name Address PH#
___________________________________________________________________________________________________

___________________________________________________________________________________________________

Parental/Guardian Consent

I give permission for (participant’s name)_______________ to participate in (4-H Event name)______________

from (dates) ________________. I understand that may also include travel time while in custody of the 4-H

Youth Development representative. In the event of an emergency, I authorize the chaperon/supervisor to arrange

for necessary and appropriate medical treatment which may be required during our absence. 

___________________________________________________________________________________________

Parent/Guardian(s) Signature Date 

 Issued in furtherance of Cooperative Extension work, acts of May 8 and June 30, 1914, in cooperation with the U.S. Department of Agriculture, James A. Christenson,
Director, Cooperative Extension, College of Agriculture & Life Sciences, The University of Arizona.

The University of Arizona College of Agriculture & Life Sciences is an Equal Opportunity employer  authorized to provide research, educational information and other
services only to individuals and institutions that function without regard to sex, race, religion, color, national origin, age, Vietnam Era Veteran's status, or disability.        Revised 2001


