
DVH-70-013

VIRGINIA DEPARTMENT FOR THE BLIND AND VISION IMPAIRED

EMERGENCY MEDICAL CARE RELEASE

I grant permission to the Department for the Blind and Vision Impaired 

To obtain emergency medical services for me and to release pertinent

Medical records during the time I spend in this Agency sponsored program:

     






     
Name of Program

Date(s) of program










     
Signature of applicant/student

Date

Signature of parent/legal guardian or

Next of kin acting in model’s behalf.

Circle status

Signature of witness if 

Applicant signed with a 

Mark

Parent / legal guardian 

Next of kin acting in model’s behalf
PERSON TO BE CONTACTED IN AN EMERGENCY

     
Name and relationship



     
Address

     
Area code and telephone number


