INTERSCHOOL LANGUAGE IMMERSION PROGRAM
Held at the Spence School: 22 E 91st St., NY, NY 10128
PARENTAL CONSENT TO TREAT
Student’s Name__________________________ Entering Grade______     DOB________________________ 
Home Address ______________________________________________________________________________________________ Home Phone (
) ______________________ Email: _______________________________________________________________ Parent A: Name _________________________ Business Phone (
) ______________ Cell Phone ( ) ________________________ Parent B: Name _________________________ Business Phone ( ) ______________ Cell Phone ( ) ________________________
Emergency Contact to notify if unable to reach Parent(s):
(1) ____________________________________ Relationship ____________
Phone (
) ________________________________ (2) ____________________________________ Relationship ____________
Phone (
) ________________________________
Medical Information
Physician 
Address
Phone (
) 

Hospital  ________________________ Address________________________________________________________________
Orthopedist of choice________________________ Address______________________________________________________ Plastic Surgeon of choice________________________  Address___________________________________________________
Allergy Information: List any known allergies to medications, foods, insects and/or other substances (If any allergies, a physician must also provide written details)
_________________________________________________________________________________________________________
Daily medications: _______________________________________________________________________________
I authorize the program to give my child over-the-counter (non-prescription) medications (generic or brand name) according to package directions:
	Acetaminophen: yes/no
	Tums/peptobismol: yes/no
	Benadryl by mouth: yes/no

	Ibuprofen: yes/no
	Neosporin topical: yes/no
	Cetirizine hydrochloride (zyrtec): yes/no

	Robitussin DM (cough medicine): yes/no
	Hydrocortisone cream: yes/no
	Loratadine (claritin): yes/no

	Sudafed: yes/no
	Benadryl topical: yes/no
	Dramamine (middle/upper school only): yes/no

	Cough drops (Middle/Upper School only): yes/no
	Bacitracin oint.: yes/no
	Mucinex w/DM children’s liquid: yes/no

	Calamine, caladryl topical: yes/no
	Anbesol or oragel topical: yes/no
	


Consent To Treat
I hereby authorize all representatives of the Interschool Language Immersion Program to obtain on behalf of my daughter first aid, emergency medical care, or if necessary, admission to the closest health care facility should such care become necessary for the treatment of any medical emergency or injuries my daughter may sustain while participating in school activities. I also consent to the administration of emergency medical treatment in the event I am unable, subsequent to such medical emergency or injury, to give timely consent as otherwise would be
necessary.
Any qualified medical personnel are hereby notified that this authorization is currently in effect and such personnel are directed to act upon such authorization without delay. I understand that reasonable efforts will be made to contact parents, my daughter’s physician and/or the
emergency numbers given by me on this form. I also give my permission to the school to release medical information as appropriate to school staff/faculty in regards to school activities.
_________________________________________________________________________
Date __________________
