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SELF DEFENSE SOLUTIONS, INC. MEDICAL RELEASE FORM
I, _________________________, request my (or my dependant) admittance to any hospital or medical facility for diagnosis and treatment, and acknowledge all expenses associated with treatment will be paid by the undersigned.  I request and authorize physicians, dentists, and staff, duly licensed as Doctors of Medicine or Doctors of Dentistry or other such licensed technicians or nurses, to perform any diagnostic procedures, treatment procedures, operative procedures, and x-ray treatment of the above minor(s).  I have not been given a guarantee as to the results of the examination or treatment.  I authorize the hospital or medical facility to dispose of any specimen or tissue taken.   
 Clients Date of Birth:____/____/____
Date of last Tetanus booster:____/____/_____
Clients Name(s):________________________________________

Parent(s) /Guardian/Name(s)(if client is under age 18 years):_______________________________________________
Relationship to client: ____________________________________
Address:____________________City:_______________State:___Zip:______
Home Phone:________________    Cell: __________________ Work:______________________
Occupation:____________________________
Company Name:_________________________
Parent(s)/Guardian(s) responsible for tuition (if different than above):_____________________________
Address:______________________________________
City:_______________
State:________
Zip:______
Home Phone:____________________________
Cell:______________________
Work:_________________
Parent(s)/Guardian(s) responsible for medical charges (if different than above):_______________________
Address:______________________________________City:________________State:_________Zip:______

Home Phone:____________________________Cell:______________________Work:__________________

Please list known allergies, including any allergies to medicine:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any other medical problems which should be noted:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Family Physician:_______________________________________
Phone:_______________________________________________
Insurance Carrier:______________________________________
Policy Number:________________________________________
_____________________________________________________

Self/Parent(s)/Guardian(s) Signature:
_____________________________________________________

Date:
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