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	Surgical Consent
I, the patient/parent or guardian of: [mention the patient’s name] hereby, give my permission in full consciousness to the medial staff/personnel/volunteers who are involved and participating in the activity being carried out during the period of: [mention the date of event].

To administer any possible relevant medication/treatment/surgery with the benefit of the named patient, when or if necessary. I shall be responsible for informing the organized club regarding the medication requirements and any known medical condition.

In addition to this, in any case when the condition becomes worse or if any case arises then, I give authorization to the members of medical staff/personnel/volunteers to take my daughter/son to the clinic/hospital and give entire permission to them for carrying out any sort of the treatment or medical procedure which is required to be carried out in accordance with the diagnosis performed by hospital/clinic. I comprehend, I shall be notified about the hospital/clinic visit and the medical treatment provided by the hospital, as early as possible.

Parent/Guardian Consent


	[Signature of the patient/parent/guardian]

	[Mention the date]

	[Mention the name]

	[Mention the Relationship to the Participant]
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