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9 7 7 2 N ort h Diffi n R o a d, Fl or e n c e, A Z 8 5 1 3 2

( 5 2 0) 2 2 2- 6 3 5 8

A P P LI C A TI O N F O R A D MI S SI O N- R E GI S T R A TI O N 2 0 2 3- 2 0 2 4

Pl e a s e c o m pl et e a n d r et ur n t hi s A p pli c ati o n F or m al o n g wit h t h e $ 4 0 0 n o n-r ef u n d a bl e
b o o k s a n d s u p pli e s f e e . T h e a p pli c ati o n f e e c o v er s all n e c e s s ar y a d mi s si o n a d mi ni str ati o n
c o st s a n d c a n n ot b e a p pli e d t o w ar d s t h e t uiti o n u p o n a c c e pt a n c e of a st u d e nt. T hi s f e e
a d diti o n all y c o v er s all a p pli c a bl e fir st- y e ar r e gi str ati o n c o st s, u p o n t h e st u d e nt’ s a c c e pt a n c e.

R et ur n t h e c o m pl et e d A p pli c ati o n F or m a n d att a c h m e nt s t o:

T hr e e Hi er ar c h s A c a d e m y, 9 7 7 2 E Diffi n R d, Fl or e n c e, A Z 8 5 1 3 2.

A P P LI C A TI O N S M U S T B E M AI L E D, E M AI L E D O R H A N D D E LI V E R E D.
F a x e d will n ot b e a c c e pt e d.

T h e f oll o wi n g d o c u m e nt s ar e r e q uir e d f or y o ur a p pli c ati o n t o b e c o n si d er e d c o m pl et e.

Y o u m u st s u b mit a h ar d c o p y al o n g wit h t h e a p pli c ati o n. I n c o m pl et e or i n a c c ur at e i nf or m ati o n

will b e gr o u n d s f or r ej e cti o n of t h e a p pli c a nt or di s mi s s al of a st u d e nt.

➢ Birt h C ertifi c at e
➢ L a st t w o y e ar s of e n d- of- y e ar r e p ort c ar d s ( wit h t e a c h er c o m m e nt s)
➢ C urr e nt r e p ort c ar d ( wit h t e a c h er c o m m e nt s)
➢ M o st r e c e nt e n d- of- gr a d e t e st r e s ult s, a c hi e v e m e nt t e st r e s ult s, a n d ot h er

st a n d ar di z e d t e st s c or e s
➢ C o pi e s of t e sti n g, e v al u ati o n s, p s y c h ol o gi c al r e p ort s, c urri c ul u m m o difi c ati o n s, a n d

i n di vi d u ali z e d e d u c ati o n pl a n s, if a p pli c a bl e
➢ C o p y of all c u st o d y p a p er s, if a p pli c a bl e

N O T E T O P A R E N T S/ G U A R DI A N S:

W e k n o w t h at a n y i nf or m ati o n f a mili e s s e n d u s i s i m p ort a nt a n d pri v at e. W e tr e at t h at i nf or m ati o n, w h et h er it

c o m e s t o u s o n t hi s a p pli c ati o n or i n f oll o w- u p d o c u m e nt s, wit h t h e ulti m at e

i n pr ot e cti o n s f or c o nfi d e nti alit y a n d s e c urit y . W e ar e c o m mitt e d t o pr ot e cti n g y o ur i nf or m ati o n a cr o s s all

ar e a s of i nt er a cti o n. All d o c u m e nt h a n dli n g i s p erf or m e d i n s e c ur e f a ciliti e s. D o c u m e nt s ar e st or e d i n s af e

v a ult s. El e ctr o ni c c o pi e s of t h e d o c u m e nt s ar e st or e d f or u s e w hil e a p pli c a nt s ar e i n s c h o ol.



Three Hierarchs Academy 

Student's Name: 

LAST FIRST MIDDLE 

Current Age ____ _ Date of Birth I I
---- ---

Male D Female D 

Current Grade: 
----

Applying for Grade: ___ _ 

Current School: 
-------------------------

Current School's Address and Phone: 
-----------------

Student's Primary Language: ___________________ _ 

Other Languages Spoken: ____________________ _ 

Parent/Family Status (check the applicable box): 

Married D Seperated D Divorced D Widowed D Single D 

With whom does the student live primarily (check the applicable box): 

Both parents 
□

Father
□ 

Father and Stepmother 
□ 

Mother 
□ 

Mother and Stepfather 
□ 

Guardian/Other ( ) 



T hr e e Hi er ar c hs A c a d e m y

W h o h a s l e g al c u st o d y: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Si g n at ur e of p ar e nt/l e g al g u ar di a n 1: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ D at e _ _ _ _ _ _ _ _ _ _ _ _ _ _

Si g n at ur e of p ar e nt/l e g al g u ar di a n 2: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ D at e _ _ _ _ _ _ _ _ _ _ _ _ _ _

T h e f oll o wi n g will b e s c h e d ul e d b y t h e s c h o ol o n c e t hi s A p pli c ati o n i s c o m pl et e a n d all

r el e v a nt s u p pl e m e nt al d o c u m e nt s h a v e b e e n r e c ei v e d.

➢ A d mi s si o n s t e sti n g (it will b e s c h e d ul e d a s s o o n a s p o s si bl e u p o n r e c ei pt of t h e

a p pli c ati o n).

➢ Cl a s sr o o m vi sit s ar e r e c o m m e n d e d.

➢ A d mi s si o n I nt er vi e w t o b e att e n d e d b y t h e st u d e nt a n d b ot h p ar e nt s/l e g al g u ar di a n s.

T h e i nt er vi e w i s o ur o p p ort u nit y t o g et t o k n o w o n e a n ot h er a n d t o d et er mi n e t h e e xt e nt

of a g o o d m at c h b et w e e n t h e s c h o ol a n d t h e st u d e nt.

U p o n r e c ei pt of all r e q uir e d d o c u m e nt s a n d t h e c o m pl eti o n of st u d e nt t e sti n g, a f a mil y
i nt er vi e w will b e s c h e d ul e d. N otifi c ati o n of t h e st u d e nt’ s a c c e pt a n c e st at u s will b e m a d e a s
s o o n a s t e sti n g, i nt er vi e w, a n d fil e r e vi e w s ar e c o m pl et e. T h e A c a d e mi c C o m mitt e e will
d et er mi n e fi n al a c c e pt a n c e a n d gr a d e l e v el pl a c e m e nt of st u d e nt s.

Wit hi n 4 8 h o ur s of a c c e pt a n c e of a st u d e nt f or a d mi s si o n ( or u p o n c o m m e n ci n g a r et ur n

st u d e nt r e gi str ati o n ), a n o n-r ef u n d a bl e $ 4 0 0 e nr oll m e nt f e e will b e r e q uir e d t o pl a c e t h e

st u d e nt o n t h e r o st er f or t h e u p c o mi n g y e ar. U p o n e nr oll m e nt, t h e f e e will b e cr e dit e d f or

t h e st u d e nt’ s a n n u al c o st s. T h e s e c o st s f or t h e 2 0 2 3- 2 0 2 4 s c h o ol y e ar ar e t o b e

d et er mi n e d.
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E m er g e n c y C o nt a ct F or m

Pl e a s e c o m pl et e t hi s a n d e n s ur e it i s m ai nt ai n e d a c c ur at el y a s c h a n g e s o c c ur.
T h e A c a d e m y r e c o m m e n d s t h at p ar e nt s r e- vi sit t hi s i nf or m ati o n at l e a st t wi c e p er

s c h o ol y e ar a n d pr o vi d e u p d at e d i nf or m ati o n, a s c h a n g e s b e c o m e n e c e s s ar y.

[ at l e a st t w o c o nt a ct p er s o n s ar e r e q uir e d]
T h e f oll o wi n g i n di vi d u al s ar e a ut h ori z e d t o c oll e ct m y c hil d fr o m t h e A c a d e m y i n c a s e of

e m er g e n c y or if I c a n n ot b e c o nt a ct e d. I a m r e s p o n si bl e t o r e vi e w t hi s d at a a n d m ai nt ai n t hi s

c o nt a ct i nf or m ati o n u p d at e d a n d a c c ur at e wit h 3 H A.

E m er g e n c y C o nt a ct 1 E m er g e n c y C o nt a ct 2

F ull n a m e

R el ati o n s hi p t o t h e C hil d

Pri m ar y p h o n e

S e c o n d ar y p h o n e

E m er g e n c y C o nt a ct 3 E m er g e n c y C o nt a ct 4

F ull n a m e

R el ati o n s hi p t o t h e C hil d

Pri m ar y p h o n e

S e c o n d ar y p h o n e

If m e di c al c ar e b e c o m e s n e c e s s ar y, pl e a s e c all:

H e alt h c ar e Pr o vi d er N a m e P h o n e

Si g n at ur e of P ar e nt( s) of L e g al G u ar di a n( s)

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
Si g n at ur e of P ar e nt or L e g al G u ar di a n  D at e Pri nt e d N a m e

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
Si g n at ur e of P ar e nt or L e g al G u ar di a n  D at e Pri nt e d N a m e



Three Hierarchs Academy 

Student Immunization Exemption 

(A separate form must be submitted for each Academy child within the same family) 

The purpose of this document is to affirm that the following child is exempt from standard vaccination 

for the following reasons (please circle the appropriate one): 

A. Due to the child's health condition, the child may be adversely affected by one or more of the required

vaccine doses.

B. A child has laboratory evidence of immunity to one or more specific vaccine-preventable diseases and lab

results are attached.

C. The child has a history of Varicella (chicken pox) disease.

D. The parent or guardian has received information about immunizations provided by the Arizona Department

of Health Services and understands the risks and benefits of immunizations and the potential risks of

non-immunization and due to personal beliefs, the parent(s) or guardian(s) do not consent to the

immunization of the pupil (per ARS 15.873-both parents/guardians must sign on page 2)

Child's Name: _____________ DOB _____ _ 

To be completed by a physician or a registered nurse practitioner (as applicable) to exempt a child from 

immunization requirements. 

Name of Physician or Nurse ________________ _ 

Signature _______________ Date _______ _ 

Please list each vaccine included in the exemption and state the reason: 

Please indicate whether this is: 

I Temporary D I Permanent □



Three Hierarchs Academy 
[The following needs to be acknowledged by both parents/guardians] 

a. In the case the State or County health department declares an outbreak of vaccine-preventable disease

for which I cannot provide proof of immunity for, my child will not be allowed to attend the Academy until

the risk period ended.

b. Additional information is available from any local county health department and the Arizona Department

of Health Services: www azdhs qoy/phs/jmmynjzatjon/jndex htm

Signature of Parent or Legal Guardian Date Printed Name 

Signature of Parent or Legal Guardian Date Printed Name 

Non-Immunization Due to Personal Beliefs 

[Per the provisions of ARS 15-873] 

[The following needs to be acknowledged by both parents/guardians] 

I/we have received information about immunizations provided by the department of health services and 

understand the risks and benefits of immunizations and the potential risks of non-immunization and that due to 

personal beliefs, I/we as parent(s) or guardian(s) do not consent to the immunization of the pupil. 

Signature of Parent or Legal Guardian Date Printed Name 

Signature of Parent or Legal Guardian Date Printed Name 
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F O O D A N D M E DI C A L A L L E R GI E S F O R M

C hil d’s N a m e: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ D at e: _ _ _ _ _ _/ _ _ _ _ _ _ _/ _ _ _ _ _ _

Pl e as e c o m pl et e t his f o r m a n d r et u r n wit h t h e r e gist r ati o n p a c k et.

● A L L E R GI E S:
● F o o ds ( Pl e as e list b el o w):

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

● M e di c ati o ns ( pl e as e list b el o w):
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

● L at e x: T y p e I ( a n a p h yl a xis)  O R  T y p e I V ( c o nt a ct d e r m atitis)

● Sti n gi n g I ns e cts ( pl e as e list b el o w):
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

● Ot h e r ( pl e as e list b el o w):
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

P a r e nt N a m e a n d D at e:

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

P a r e nt Si g n at u r e:

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

C o nt a ct N u m b e r:

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
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M E DI C A L C O N S E N T F O R M

St u d e nt N a m e: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ Gr a d e: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ D O B: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

M e di c al Hist o r y

_ _ _ _ _ _ _ _ N o

_ _ _ _ _ _ _ _ N o

H as  y o ur  c hil d  h a d  t h e C hi c k e n  P o x ?  _ _ _ _ _ _  Y es  

D o es  y o ur  c hil d  w e ar  gl ass es  or  c o nt a cts ?  _ _ _ _ _ _  Y es  

M e di c al  c o n diti o n  y o ur  c hil d  is b ei n g  tr e at e d f or: (c h e c k

N O N E  Ast h m a  Di a b et es  H e a rt C o n diti o n S ei z u r es  H e a ri n g L oss

Ot h er M e di c al C o n diti o ns: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

M e di c ati o ns t a k e n a n d w h y: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

S e v er e all er gi es a n d t h eir s y m pt o ms: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Ot h er all er gi es: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

I nf or m ati o n w hi c h will h el p us u n d erst a n d y o ur c hil d p h ysi c all y a n d e m oti o n all y:

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

P h ysi ci a n I nf o r m ati o n

Pl e as e list t h e n a m e of a p h ysi ci a n t o b e c all e d i n c as e y o ur c hil d b e c o m es ill or h as a n a c ci d e nt a n d y o u c a n n ot

b e r e a c h e d.

P h ysi ci a n N a m e: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ P h o n e N u m b er; _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

P r es c ri pti o n M e di c ati o n t o b e a d mi nist e r e d b y s c h o ol (t o b e fill e d o ut o nl y if st u d e nt is o n r o uti n e m e di c ati o n

t h at m ust b e a d mi nist er e d d uri n g s c h o ol h o urs)

N a m e of M e di c ati o n: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ R x #: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

D os e: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ T o b e a d mi nist er e d at: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

P ossi bl e si d e eff e cts t o w at c h f or: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

O v e r-t h e- c o u nt e r M e di c ati o ns:

O c c asi o n all y y o ur c hil d m a y n e e d a n o v er-t h e- c o u nt er m e di c ati o n, of w hi c h, o ur offi c e m ai nt ai ns a li mit e d

s u p pl y. Pl e as e i n di c at e b el o w a n y list e d m e di c ati o ns y o ur c hil d m a y r e c ei v e d uri n g t h e s c h o ol d a y. D os a g e will

b e c o nsist e nt wit h t h e c hil d’s w ei g ht a n d/ or a g e as i n di c at e d o n t h e m e di c ati o n p a c k a g e. A n O T C m e di c ati o n

t a k e n d ail y n e e ds a d o ct or’s c o ns e nt. P h ysi ci a n f or ms c a n b e pi c k e d u p at t h e offi c e.

Pl e as e  s el e ct b el o w:

O K  t o gi v e  A L L
N o  m e di c ati o n  t o b e  gi v e n  
O nl y  c h e c k e d  it e ms t o b e  gi v e n

A c et a mi n o p h e n ( T yl e n ol)
C ortis o n e Cr e a m (It c h)
I b u pr of e n ( M otri n)
T u ms ( a nt a ci d)
A nti bi oti c Oi nt m e nt/ B ur n Cr e a m ( c uts)
C o u g h Dr o ps

o n e or m or e)

✔
✔

✔
✔

✔ ✔ ✔ ✔ ✔✔

✔

✔

✔

✔

✔

✔

✔

✔

✔
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MEDICAL CONSENT FORM (continued) 

I, the undersigned hereby authorize Three Hierarchs Academy to give the medication 

checked above to my child and do hereby authorize the school to contact directly the 

health providers named above to render such treatments as may be deemed necessary in 

an emergency for the health of said child. In the event that persons named on the school 

registration form cannot be contacted, school officials are hereby authorized to take 

whatever action deemed necessary, in their judgment, for the health of the said child. In 

case of serious illness, your child will be taken to the closest hospital by ambulance, if 

necessary, and emergency treatment will be provided until parent or legal guardian can 

be contacted. Any expenses for emergency transportation and/or treatment shall be the 

responsibility of the parent or legal court-ordered guardian. 

Parent/ Guardian Name (print): 

Parent/ Guardian Signature: 

Date: 
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