MEDICATION INFORMATION

Please list below the medication you will be on during the Team Training Class and their purpose and dose.  This information is kept in the strictest confidence and will be used for the purpose of medical emergencies during any training sessions with the client and FSD representatives.  This will also allow us to determine your ability to function both mentally and physically during team training. 

               Medication/dose                                                                        Purpose
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Please list below any personal physical signs and/or side effects induced by the above medication.

Physical Signs/Side Effects:

1.

2.

3.

4.

5. 

Signature:                                                                                                Date:

Print Full Name:                  

Street Address:                                                                                         Phone:

City                                                                             State/Zip:

Witnessed by (print and sign):                                                                  Date:

GUARDIAN’S CONSENT

I am the parent or guardian of the above-mentioned person.  I hereby approve the foregoing and consent to the terms mentioned above.  I affirm that I have the legal right to issue such consent.

Signature:                                                                                                Date:

Print Full Name:     

Relationship to applicant:

Street Address:                                                                                         Phone:

City                                                                             State/Zip:

Witnessed by (print and sign):                                                                  Date:
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