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Athletic Training




                        MEDICAL CONSENT FORM

NAME OF STUDENT ATHLETE: 










FATHER/GUARDIAN:  


    MOTHER/GUARDIAN: 





ADDRESS: 




     ADDRESS: 






PHONE:      




      PHONE:     






CELL         




      CELL          







MEDICAL TREATMENT CONSENT FORM

We/I, the undersigned parent(s) of 






, recognize that the circumstances may arise wherein medical treatment may be considered necessary or recommended by a doctor attending my/our child during his/her athletic program at Rose-Hulman Institute of Technology.  Though we/I do not hereby impose any duty upon Rose-Hulman Institute of Technology or expect any such treatment, should the need arise in the judgment of Rose-Hulman Institute of Technology or said physician, we/I give full consent to resort to any such medical treatment considered necessary or recommended.


Parent Signature (Father)





Date



Parent Signature (Mother)





Date



Student Athlete Signature





Date

DATE STUDENT ATHLETE WILL TURN 18: 













