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______________________________________________________________________ 

______________________________________________________________________ 

[Note: The College does not distribute medications to children. If you have any questions or concerns or 
require a reasonable accommodation,  please contact the Program Director: ____________________.] 

Medical Insurance Information  

Insurance Company: 
____________________________________________________________________________  

Insurance Company Phone Number: 
_______________________________________________________________ 

Policy Number: 
______________________________________________________________________________ 

------------------------------------------------------------------------------------------------------------------------------- 
AUTHORIZATION FOR MEDICAL SERVICES 
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for which we are registering. I confirm that my child does not have any conditions that would prevent 
him/her from safely participating in and meeting the requirements of this program. I understand and 
agree that my child is required to maintain appropriate medical insurance throughout the Program and I 
agree to maintain such coverage. I assume full responsibility for the arrangement and cost of all medical 


