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MEDICAL INSURANCE INFORMATION   
 I (We), the undersigned, hereby give my (our) permission for my (our) child 
_________________________________________________        ________________________________________________
(Child’s full name)



                             (Child’s Birthdate)



    
to participate in the activities of the Autism Project from the date appearing under my(our) signature(s) up through and including August 2019.  In the event of illness or accident during an activity, I request that measures be instituted without delay as judgment of medical personnel dictates. I request that I be notified about medical care being given to my child, but do not make it a precondition to the administration of said medical care.  I expressly waive all claims against, and hold harmless and/or indemnify The Autism Project Inc. and their representatives for any accident, injury, loss, or damage that may occur in conjunction with activities and trips. 
The Autism Project will implement a new Emergency Medical Treatment plan to provide immediate attention to students in need of emergency medical care. The parents or legal guardians must provide clear instructions from the student’s family physician to administer any medications. TAP’s staff will administer the prescribed medications to help stabilize the student in distress. After administering medication and there is no apparent positive improvement with the student a TAP staff person will call 911 for assistance. TAP will then notify the parents as soon as possible with details on the student’s medication situation. 
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MEDICAL INSURANCE INFORMATION FORM   (Please PRINT)
Mother’s Name: __________________________​​​​____________Father’s Name: _____________________________________

Mother’s Address: ______________________________________________________________________________________

Father’s Address:_______________________________________________________________________________________        




 



 

Insurance Company: ____________________________________________________________________________________

Certificate/Policy Number:________________________________________________________________________________
Father’s work phone:______________________________ Father’s cell phone:_____________________________________

Mother’s work phone:_____________________________  Mother’s cell phone:____________________________________

Medications____________________________________________________________________________________________
Allergies________________________________________________________________________________________________
I have read all of the foregoing, completed all the blanks above, understanding everything herein set out, and expressly consent  to all matters set forth above.

_________________________________________                                    

 ______________________________
         Parent or Legal Guardian Signature
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 P.O. Box 1518                                                                                                                                                            theautismproject@cs.com               

 North Beach,  MD. 20714             
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Our Mission… 

To educate, advocate and empower individuals on the autism spectrum, their families

 and the surrounding communities, and to build mutually beneficial relationships.
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