	EAST BATON ROUGE PARISH SCHOOL SYSTEM
Parent/Legal Guardian Grantor of Permission For Student Participation

	1. ACTIVITIES and APPROXIMATE DATES: (To be completed by the school)
__________________________________________________________________________________________________
Permission Slip is due, ______________. 	

	2. I do hereby grant permission for the following student to attend and participate in the described activities. 

	STUDENT NAME (Please Print)

First Name: _______________

Last Name: ________________
	
	SCHOOL NAME

BRCVPA

	Does your child need a school lunch? 

  No, my child will bring  
      their own lunch from  
      home. 
  Yes, my child will need a 
      bag lunch from school.  
If yes, what kind of milk does your child drink? 
  White
  Chocolate 
  Strawberry 

	
	EMERGENCY PHONE NUMBER

(            ) ______-________
	
	

	PARENT or LEGAL GUARDIAN
(Please Print) 

First Name: _______________

Last Name: ________________

	PARENT or LEGAL GUARDIAN
(Signature) 


___________________________
            Date (MM/DD/YYYY)  
	LEGAL RELATIONSHIP

  Parent
  Foster Parent
  Legal Guardian 
	

	3. AUTHORIZATION TO PROVIDE MEDICAL TREATMENT
In the event of an injury sustained in the course of the above activity, school system representatives are authorized to render necessary medical treatment to the student listed above.

Signature of Parent or Legal Guardian: _______________________________________

	4. RELEASE OF MEDICAL RECORDS AND REPORTS
You or any physician, hospital, clinic or medical care provider are authorized to furnish the East Baton Rouge Parish School Board, all medical records, information, facts and particular which may be requested and to furnish them copies of such. 

This information is to be used for the purposes of evaluating and handling this student’s claim of injury as a result of the accident on the date indicated in Section 5. A photocopy of this form may be accepted with the same authority as the original. 

Signature of Parent or Legal Guardian: _______________________________________

	5. TO BE COMPLETED BY THE PHYSICIAN ONLY IN THE EVENT OF INJURY

Date of Injury: ________________________ Initial Diagnosis: _________________________________________

_______________________________________________		_________________________
     Signature of Physician or Authorized Representative                                        Date (MM/DD/YYYY)

___________________________________________________________________________________________
Name, Address, and Phone Number of Medical Facility (Please Print Neatly) 





