
WORTHINGTON ADVENTIST ACADEMY 

  Medical Consent Form 

Worthington Adventist Academy (WAA) recruits and admits students of any race, color, or ethnic origin to all its rights, 

privileges, programs and activities.  In addition, the school will not discriminate on the basis of race, color, or ethnic origin in the 

administration of its educational programs and athletics/extracurricular activities.  Furthermore, the school is not intended to be 

an alternative to court- or administrative agency-ordered or public school-initiated desegregation.   

 

 

 

 

CONTINUING CONSENT TO TREATMENT 

 
In the event of reasonable attempts to contact us have been unsuccessful, we the undersigned parents or 

guardians of the minor(s) listed below do hereby consent to any x-ray examination, anesthetic, medical or 

surgical diagnosis or treatment and hospital service that may be rendered to said minor under the general 

or special instructions of ___________________________, (Dr. Name), or any physician the school may 

call, whether such diagnosis or treatment is rendered at the office of said physician or at a licensed 

hospital.  It is understood that reasonable effort will be made to contact the doctor listed above before any 

other physician is called. 

 

It is further understood that this consent is given in advance of any specific diagnosis or treatment which 

might be required and is given to authorize Worthington Adventist Academy or the physician to exercise 

their best judgment as to the requirements of such diagnosis or treatment.   

 

This consent shall remain in continuous effect until revoked in writing and delivered to the physician 

named above or to the school entrusted with the custody of said minor(s).   

 

AUTHORIZATION TO RELEASE INFORMATION 

 
We hereby authorize any hospital, physician, or other person who has attended or examined the minor to 

furnish to the school insurance service, or its representative any and all information with respect to any 

illness, medical history, consultation, prescriptions or treatment, and copies of all hospital or medical 

reports.  A copy of this authorization shall be considered as effective and valid as the original.   

 

 

Student’s Name(s) 

 

Date of Birth 

Known Allergic Reactions 
(foods, medications, bandage 

materials, etc.) 

Medical Conditions and 

Medications Taken  
(such as asthma, heart, ADHA, etc) 

 

 

   

 

 

   

 

 

   

 

 

   

 

Dated: ______________   ________________________________________ 

      Father 

      ________________________________________ 

      Mother 

__________________________  ________________________________________ 

Witness     Legal Guardian 

 


