MAP Alternative High School
Medical and Other Permissions
Student Name: 




  Home Phone: 




Alaska Student ID #: 



  Birth Date: 





Social Security #: 




  Gender: 
□ Male    □ Female
Mailing Address: 




  Physical Address: 





I hereby give my permission for my child to receive and/or be screened for the following:

Emergency medical care at Kanakanak Hospital



□ Yes    □ No

Health Screening








□ Yes    □ No

TB Skin Test









□ Yes    □ No

Authorize school to publish my child’s name and/or photo for 
school related publications (e.g. honor roll names in newspaper,

□ Yes    □ No

surveys, photos in the paper or on the web including

www.maximumachievementprogram.org)








Release my student’s name to the military




□ Yes    □ No
If no is selected for any of the above, please explain:

My child has the following allergies or medical conditions:

Name of family physician: 



  Phone: 






Ethnicity
Emergency Contact: 



  Relationship to Student: 




Home Phone: 




  Work Phone: 




This information will remain as noted unless you notify MAP/ Dillingham City School District of a change.
Parent or Guardian Signature: 




  Date: 



Ethnicity			□ Alaska Native   	 □ American Indian		□ Caucasian


(check one)	 		□ Hispanic		□ Asian/ Pacific Islander   □ Black


(optional – used for federal reports)








