Gallant Academy Medical Release Form
Student Name (First, Last) __________________________________________ Date of Birth________________

Home Address______________________________________ City_________________ State_____  Zip_______
Name of Parent/Legal Guardian _____________________________  Phone _____________________________

Emergency Contact _______________________________________  Phone _____________________________

Medical Information

Primary Care Physician’s Name ______________________________  Phone  _____________________________

Medical Insurance Provider __________________________________  Policy #. ___________________________

Allergies to Medication ________________________________________________________________________

Allergies (other)  _____________________________________________________________________________

Any other significant medical information__________________________________________________________

Consent for Medical Treatment & Release of Liability
I do hereby verify that the information above is correct and grant permission to Gallant Academy to obtain medical attention in case of sickness or injury to my child.
In the event all reasonable attempts to contact me or my emergency contact have been unsuccessful, I give my permission to the employee of Gallant Academy to my child of any medical treatment deemed necessary by a licensed physician and the transfer of my child to any hospital reasonably accessible. I understand and agree that Gallant Academy does not assume responsibility for any injury or damage which might arise out of or in connection with such authorized emergency medical treatment.

I hereby release Gallant Academy, its employees, and associated personnel from any and all claims, demands, actions, or cause of actions arising out of injury or damage in participation of the program.

______________________________     ___________________________________      _____________________

Print Name of Parent / Guardian              Signature of Parent/Guardian                              Date

