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Harford County Sheriff's Office

Explorer Post 6600

Medical Release
	
	Date: 

	
	

	Last Name of Minor 

	

	
	

	First and Middle Name

	
	

	
	

	Date of Birth

	

	     It is the firm hope of the Harford County Sheriff's Office that the authorization granted on this form will 

	never need to be used. For the safety of your child, however, sound medical practice calls for such an 

	authorization to be issued. In emergency situations where for some reason the parent cannot be immediately 

	contacted, this form may be extremely important. The authorization granted by this form will only be used

	When absolutely necessary and only after every attempt has been made FIRST to contact the parent. 

	
	

	IN CASE OF EMERGENCY AND I AM UNABLE TO BE CONTACTED, I HEREBY AUTHORIZE 

	DOCTORS AT ANY HOSPITAL OR CLINIC, AND WHOMEVER THEY MAY DESIGNATE AS

	THEIR ASSISTANTS, TO PERFORM AND EMERGENCY PROCEDURE OR OPERATION, TO 

	GIVE TREATMENT AND TO ADMINISTER ANESTHESIA TO MY SON/DAUGHTER. 

	

	Signature: 
	
	Relationship:

	
	
	

	
	
	

	Street Address
	
	Home Telephone Number

	
	
	

	
	
	

	City, State, Zip Code
	
	Business Telephone Number

	
	
	

	
	
	

	Medical Insurance Carrier
	
	Policy Number

	
	
	

	
	
	

	Please list any special allergies or medical conditions you wish the Explorer program to be made aware of:

	

	

	

	

	


