CANADIAN COUNTY JUVENILE DETENTION CENTER
PARENTAL/GUARDIAN CONSENT FOR MEDICAL SERVICES

I,                                                                                   grant my permission for my child,

                    Parent/Guardian

                                                                             , to receive a medical screening while detained. If an emergency arises, I also authorize CCJDC to seek medical attention as needed. I will maintain all my financial obligations about medical needs while my child is detained in the CCJDC. 

NOTE:  My child has the following medical history:

Allergies (food, drugs, etc.)____________________________________________________________

Distinguishing scars, birthmarks, or tattoos________________________________________________

__________________________________________________________________________________

Conditions requiring medication________________________________________________________

__________________________________________________________________________________
Current medications:

	Name of medication
	Dosage
	Times given
	Prescribed by:

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Restrictions for medical reasons:________________________________________________________

History of Seizures________ Diabetes________ TB________ Asthma_______ Back Problems______

Epilepsy_______Heart Disease_________Visual/Hearing Problems________ Hypertension________

Eating Disorders______ Other_________________________________________________________

Can your child be given a non-prescription pain reliever and medications at their request?   




Yes
     No

Does your child have any physical or medical conditions, which will limit his/her ability to 

participate in strenuous exercise?       

                                     Yes      No

If yes, explain______________________________________________________________________
Attempted suicide?__________________________________________________________________
Drug abuse?_______________________________________________________________________
Psychiatric care?____________________________________________________________________
Is there any other important information we should know about this child?______________________

_____________________________________________________________________________________

 ____________________________                                         

_________________________

Signature of Parent/Guardian




Date
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