Katy Independent School District -
Parent/Guardian Authorization for Regular Extracurricular Travel

And Consent to Emergency Treatment of Student

Shident's East Nama \ First Name 1 Middle Name . \ Grade Leval \

BExtracurricutar Activity School Year

As the parent/guardian of the above-named student (or adult student), ! grant permission for my child (or me) to travel and pariiclpate In all
regularly/routinely scheduled activities of the designated extracurricular group for the current schoal year. | understand that all students are required to
ride o and from all school-sponsared activiies in District-provided transportation according to Board Policy FME. An excaption may be granted for a
student fo be released to the cusiody of his/her parent at the complation of the aciivity if a written request Is recelved and approved .prior io the trip. it is
understood thet a separate parmission slip will need to be completed for any additional activiies requiring travel In order for my child to pariiclpate.

It Is understood that nelther the Katy Independant Schoal District, hor sny of its trustees, officers, employees, or organtzation sponsors are lable for any
accident ar injuries that may occur fo the above-named student as a result of any aspeat of his/her participation on thess trips.

| acknowledge ‘that In case of an emergency, lliness, or accident for which a parent cannat ba reached, an attsmpt will be made to reach one of tha
emargency contact peaple listed below. However, if no one can be reached, | autharize the school officials to take whatever action is desmed necessary
in their judgment, for the health of my child. | will be respansible for any cost in the event my child must be transparted by ambulance and receive medical

care,

As the parent(s)/guardian(s) of the ebove-named siudent, a minar, liwe do hereby authorize a Katy Independent Schaol Distrist staff member(s), fo act as
my/our agent(s), to consent to any x-ray examination, anesthetlc, medical or surgical diagnosis orfreatment end/or hospital care which ls deemed advisable
by, and is to be randersad under, the general ar special supervisian of any ficensed physiclan/surgecn, whether such disgnasts ar treatrment Is rendered at
the office of sald physician/surgeon or at a hospital. Parents/guardians will be natified by the disirict, by the contact Information below, of any treatment

rendered to the student,

It Is understood that this authorization is glven In advance of any spechic diagnosis, treatment ar hospital care being required but Is given to provide - -

authodty and power on the part of our aforesald agent(s) to ghve specific consent fo any and all such diagnosis, tresiment or hospltal care which
afarementioned physlclan/surgeon, In the exercise of hisfher best Judgment, may deem advisable, prior to any traatment being rendered.

|/We harsby authorize any hospltal which has provided treatment to the above-named minor to surrender physical custody of such minor ta the agent(s)
upan campletion of treatment. ‘

It Is understood that liwe must assume legal respansibliity for any expanses incurred far medlcal treatment which may not be covered by my/our personal
insurance, Medlcald, or Medicare,

Neme aof Father/Guardlan: {Last) (First) {Mitddle)
Father's Home Phone Father's Wark Phane Father's Cell Phone

Name of Mather/Guardlar: {Last) {First) {Middle)
Mathar's Home Phone ) idother's Work Phone ] ] Muothar's C-all Phone -

Insurance Information
Name of Insured Polloyholder: Last Firat Middle

Insurance Carmpany

Palley Number Group Nember

Type &f Insurance Flan

O 1Mo O rpro L] Medicald O Medicare O other:

Medical Information
Pleass nota: My chiid has the following allergles/medical conditions and/or is currently taking the foliowing medlcations:

{. Signature of Pareni/Guardlan: Date

Revlssd~07-13-2016

Speslal Sarvices Departmant




