

MEDICAL RELEASE FORM
I, ___________________________________(Parent/Guardian’s Name) hereby give permission for any and all medical treatment to be administered as the doctor deems necessary to my child, ________________________(Child’s Name) by Bailey Foot & Ankle Specialists, PC in the event of accident, injury, sickness, etc. under the direction of the person(s) listed below: 
Name(s):____________________________________                   Relationship to minor:____________________
or
I, ___________________________________(Parent/Guardian’s Name) hereby give permission for any and all medical treatment  to be administered as the doctor deems necessary to my child, ___________________________(Child’s Name) by Bailey Foot & Ankle Specialists, PC in the event of accident, injury, sickness, etc. My child is _________years old and I give him/her permission to seek treatment on their own accord without myself or their other parent/guardian being present.
I  assume the responsibility for the payment of any and all treatment by Bailey Foot & Ankle Specialists, PC.
I can be reached at:
_________________________________ (cell   home   work) please circle one
OR
_________________________________ (cell   home   work) please circle one
Primary Care Physician (required):
Name: _______________________________   Office phone #: ________________________________
Allergies: ___________________________________________________________________________

This release is effective for the period of one year from the date given below.
Signature of Parent/Guardian: _______________________  Printed Name: _____________________________
Date: ________________________________  
Signature of Witness: ______________________________  Printed Name: _____________________________
