Highlands Juvenile Detention Center
Post-Dispositional Program
	Emergency Health Care
Permission & Information

Date Developed:       


	Medical Information. 

	
	
	
	
	
	

	Juvenile’s Full Name: 
	     
	     
	     
	DOB:
	     

	
	Last
	First
	Middle
	


	Parent(s)/Guardian(s): 
	     

	
	
	
	

	Address:
	     

	
	
	
	
	
	

	  Home Phone:       
	Work Phone:       
	Other Phone:       

	
	
	
	
	
	

	Emergency Contact: 
	     

	
	
	
	
	
	

	Address:
	     

	
	
	
	
	
	

	  Home Phone:       
	Work Phone:       
	Other Phone:       

	
	
	
	
	
	

	Medical Insurance:       
	Policy #:
	     

	
	
	

	Physician:       
	Phone:
	     

	
	
	
	
	
	

	Address:  
	     

	

	Dentist:       
	Phone:
	     

	

	Address:  
	     

	

	Allergies (include medications):       

	

	Current Medications:       

	

	Significant past/present medical issues:       

	

	Substance Abuse:       


I/We give HJDC staff permission to obtain emergency medical and dental treatment, immunization shots, and transportation to service providers as needed.  I understand I remain financially responsible for all emergency care provided to my child while placed in the Post Dispositional Program.
_____________________________________________________________

______________




Signature of Legal Guardian(s)






Date
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