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Parent/Guardian

O City ' County " State
. Blood Type
your child .
, (if known)
omeone else’s

I grant permission for Community Hospitals of Indiana, \]
Inc. and any of its entities to provide medical care as Antib
deemed necessary to the above named dependent while

a separate form for being cared for by
ide copies of the
ho is responsible
Also, remember

Negative Aspirin
Codeine
Cortisone
Demerol
Insect Stings
LV.P. Dyes
Morphine
Novacaine
Tetanus Toxoid
Other

our child is

el, go to effective from through

Family Physician
Name:

aQuauaaaoaa

Insurance Company
Name:

Recent Shots and Vaccines
Tetanus/Date:

DPT/Date:

Other/Date:
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