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MEDICAL TREATMENT RELEASE FORM

I, the undersigned, ___________________________________________________________________________a consenting
adult do hereby; or I, the undersigned,_____________________________________________________, the parent of
__________________________________________________________a minor do hereby: authorize the Miss Alaska Scholarship Pageant, a not for profit corporation, the authority to provide any medical assistance that may be necessary, such as any X-Rays, anesthetic, medical or surgical diagnosis or any other medical treatment or hospital care which is deemed advisable by and to be rendered under die direction or supervision of a licensed physician or surgeon whether the diagnosis or treatment is rendered at die office of die physician or at a hospital. This authorization specifically includes hospital admission if such is deemed necessary by the attending physician. It is understood that this authorization is given in advance of any specific diagnosis, treatment or hospital care being required. It is further understood mat I will assume all costs of die necessary medical or surgical care. This authorization is given to the following agents acting on behalf of the Miss Alaska Scholarship Foundation.

Bonnie Faulk, Executive Director
Miss Alaska Scholarship Pageant, Inc.
PO Box 221062
Anchorage, AK  99502

PATIENT INFORMATION:

Name:  ______________________________________________	Date of Birth:  _________________
Allergies:  _________________________________________________________________________________
Medications:  _______________________________________________________________________________

Personal Physician:  _________________________________	Phone:  ________________________________

Preferred Hospital:  _________________________________________________________________________

I, the undersigned contestant (or parent/guardian if contestant under age eighteen) understand that I am (we are) responsible for any charges for medical treatment to any doctor or hospital incurred for myself (or a minor daughter) while I am (she is) involved in the Miss Alaska Scholarship Pageant, its' events and activities.

__________________________________________________________	________________________________
Contestant or parent/guardian's signature if under 18 (eighteen) years old	Date

Insurance Carrier:   _______________________________________	 Policy Number:  ________________

Insurance Address:    _______________________________________________________________________

Name on policy:  _______________________________________________	ID Number:______________________
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