
College of the Holy Cross   Required for the Policy of Protection of Children  
 
 

Medical Treatment Authorization Form 
 

General Information 
 

Program Name: �_______________________________________________________________ 
 

Name: _______________________________________________________________________  

Address_______________________________________________________________________ 

Date of Birth: _______________________ Age: _______ Sex: ________ Grade: _________  

First Parent/Guardian Name: _______________________________Relationship: ___________  

Best Phone  (__________) ______________  Work Phone: (__________) _________________  

Second Parent/Guardian Name: ____________________________Relationship: ___________  

Best Phone  (__________) ______________  Work Phone: (__________) _________________  

If not available in an emergency, notify:  

1. ______________________________________ Phone No.: __(__________)_______________  

2. ______________________________________ Phone No.: __(__________)_______________  

Health History 

Any recurring illnesses or chronic conditions that could impact the child’s participation in this program, 
including but not limited to allergies and/or medical or mental health conditions: 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

Operations or Serious Injuries (with dates): 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

Last Tetanus Shot: ____________________  

  
Current Medications (Name / Dosage / Frequency / Reason) 

______________________________________________________________________ 
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