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	To Be Completed by all Members



Name of chorus member:____________________________________________ 





(Please Print Full Name)

Parent/Guardian Name:_____________________________________________




(Please Print Name)

Home phone: _______________________ Cellular phone:_________________

Medical Insurance Provider:__________________________________________
Card # ________________________  Group # __________________________
Card/Insurance Holder: _____________________________________________
Physician:_________________________ Physician’s office phone:___________

I hereby authorize an adult representative of Diverse Harmony to give consent for all emergency medical, surgical and/or dental treatment prescribed by a duly licensed physician or dentist for me in a medical emergency.   

____________________________________
_________________
Signature of Chorus Member

(Date)

I/We hereby authorize an adult representative of Diverse Harmony to give consent for all emergency medical, surgical and/or dental treatment prescribed by a duly licensed physician or dentist for my child in a medical emergency.    

____________________________________
_________________

Signature of Parent/Guardian (if under 18)
(Date)
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Diverse Harmony – Emergency Consent Form

















