
Summer Journalism Institute 
T h e  U n i v e r s i t y  o f  F l o r i d a  
D e p a r t me n t  o f  J o u r n a l i s m 

 
 

Parental Consent and Medical Authorization 
 
 
We/I understand that our/my son/daughter  ________________________________ who 

is _____ years old and an academic-year student at ______________________________ 

has been selected to attend the Summer Journalism Institute (hereinafter referred to as 
“program”) to be held on the campus of the University of Florida. 
 
We/I understand that my/our health insurance, if available, will be the primary coverage 
for my/our child in the event of accident or illness while attending the program. We/I 
further understand that in the event we/I do not have insurance or have exceeded our 
coverage limits, my/our child will be insured by the sponsors/administrators of the 
program for accident and illness occurring during the participant’s attendance in the 
program and excluding pre-existing medical conditions.  
 
This insurance coverage is limited to a total amount of ____________ per participant. 
The policy will be arranged through the University of Florida and will be in effect for the 
duration of the program. Upon written request, a copy of the policy will be sent to parents 
or guardians when it is available. This coverage will be effective from the time 
participants register until 3 p.m. on the last day of the program. This coverage is 
exclusive of time away from the program for weekend worship services or other times 
approved by the workshop directors. 
 
We/I also authorize the sponsors/administrators of the program and authorized 
representatives of the program and authorized representatives of the insuring agency to 
obtain information regarding the medical history, physical condition and diagnosis of 
our/my child as required to document covered accidents/illnesses. A photocopy of this 
authorization shall be valid as the original. This authorization will be valid for the term of 
my/our child’s coverage under the policy. 
 
We/I, the parent(s) or guardian(s) of _________________________________________, 
do hereby request that the University of Florida, through its agents or employees, take 
whatever steps necessary to secure medical treatment for the child named above in the 
event such child appears to be in need of such treatment while attending the program. 
We/I consent to the rendering of all necessary treatment including admission to a hospital 
or other appropriate health-care facility, in such institutions and at such places as the 
University of Florida, acting through its agents or employees, deems best. I authorize the 
agents or employees of the university to execute whatever forms might be necessary to 
ensure complete and adequate care of my/our child. 



 
We/I affirm that the aforementioned information is complete and accurate. We 
understand that pre-existing health conditions are not covered by the university or the 
program insurance and that such conditions are the financial responsibility of the 
parent(s) or guardian(s). We/I also understand that the insurance policy cited (in the 
following form) does not cover any medical problems known to us/me or that should 
have been known to us/me and not revealed by us/me to the university of the program, 
and that certain conditions will not be covered under the terms of the insurance policy. 
 
If this document is being signed by only one parent, I, the undersigned, affirm that I have 
been judicially granted sole custody of the participant. If this document is being signed 
by a guardian, I/we, the undersigned, affirm that I/we have been judicially granted legal 
guardianship of the participant. 
 
 
 
________________________________ ______________________________ 
Student participant signature/date  Parent or guardian signature/date 
 

 
______________________________ 
Parent or guardian signature/date 
 
 

NOTE: Contact information, insurance information and medical information follow



 
 

Contact/Medical Information 
 

 
Student: ____________________________________________________________ 
 
Social Security Number _________________   Birthdate _____________________ 
 
Parent(s)/guardian(s) Names: ___________________________________________ 
 
___________________________________________________________________ 
 
Home address: _______________________________________________________ 
 
___________________________________________________________________ 
 
Home phone: ________________  Work phone(s): __________________________ 
 
Another person to contact in case of an emergency (Name, phone, relationship):  
 
____________________________________________________________________ 
 
 
 

Insurance Information 
 

Primary insurance company name: ________________________________________ 
 
Insured’s name: _______________________________________________________ 
 
Insured’s Social Security Number: ________________________________________ 
 
Address: _____________________________________________________________ 
 
_____________________________________________________________________ 
 
Policy number: ________________________  Plan type: _______________________ 
 
 
 

Medical Information 
 

The following section is to include special allergies or medical conditions that might 
require special attention during the Summer Journalism Institute. Examples are food, 
drug or insect allergies, diabetes, chronic illness, recent surgery, fainting spells, etc. It 



must also include any hospitalizations for any reason, any regularly prescribed 
medications and any special or psychological examinations, conditions or treatments. 
 
 
Allergies: ____________________________________________________________ 
 
____________________________________________________________________ 
 
 
Chronic conditions (asthma, etc.): _________________________________________ 
 
____________________________________________________________________ 
 
 
Regular medications: ___________________________________________________ 
 
____________________________________________________________________ 
 
 
Medical history: _______________________________________________________ 
 
____________________________________________________________________ 
 
____________________________________________________________________ 
 
____________________________________________________________________ 

 
 
 
 
______________________________ 
Parent or guardian signature/date 
 
 
______________________________ 
Parent or guardian signature/date 

 


