Juvenile Justice Diversion and Reintegration Alternative

Medical/Dental Release Form

The undersigned being the custodial parent(s) or the legal guardian(s) of

________________________________________________________________________

          Child’s full name

__________________________                               ______________________________

Date                                                                            Address

Juvenile Justice Diversion and Reintegration Alternative (JJDRA) staff have my full and free consent to seek services, including, hospital, dental, medical, and surgical services as may, in the judgment  of a licensed physician or dentist be advisable of the health and general welfare of my child.  I hereby release JJDRA and staff both jointly and severally from any and all liability, expressed or implied, which may result from such services.

I promise to the best of my ability or authorization, to pay expense of hospital, medical, surgical and dental care given to my child.  The child is insured by the following health or accident insurance polices.

Name of Company:  _______________________________________________________

Location of branch office: __________________________________________________

Contact or policy number: __________________________________________________

                  Or

Medicaid number:_________________________________________________________

This agreement is in effect beginning: _________________________________________

                                                              Date

_____________________________________________               ___________________

Mother/Guardian                                                                              Date

_____________________________________________               ___________________

Father/Guardian                                                                                Date

_____________________________________________               ___________________

JJDRA Worker                                                                                 Date

