
PARTICIPANT CONSENT FORM 
 
All participants, INCLUDING HOSA ADVISORS, should complete this form as a prerequisite for eligibility to 
attend all West Virginia HOSA events.  Copy form as needed. 
 

PRINT LEGIBLY OR TYPE ALL INFORMATION 
 
Student Name: ________________________________Birth Date:___________Social Security No.______________________ 
 
Chapter/School: ______________________________________________Advisor:___________________________________ 
 
Home Address: ___________________________________________________________Home Phone No._______________ 
 
Parent/Guardian/Spouse Name: _____________________________________________Phone No. (Work):_______________ 
 
Address (If different than Student’s):______________________________________Phone No. (Home):___________________ 
 
 

 
INSURANCE AND MEDICAL INFORMATION 

 
Local Family Physician’s Name: ___________________________________________________Phone No.________________ 
 
Physician’s Address: ____________________________________________________________________________________ 
 
Last Tetanus Toxoid (year):______________________Student is covered by medical insurance: __________yes_________no 
 
Name of Insurance Company: _____________________________________________________________________________ 
 
Insurance Group #_____________________________________Insurance Policy # __________________________________ 
 
Address of Insurance Company:___________________________________________________________________________ 
 
If currently taking medication, please provide the following information: 

 Name of medication(s):______________________________________________________________________________ 
       _________________________________________________________________________________________________ 

 Physician that prescribed the medication(s):______________________________________________________________ 

 Physician’s phone number prescribing the medication(s):___________________________________________________ 
Please describe any medical condition/illness/injury which may recur or be a factor in medical treatment: 
a. Allergy____________________________________________________________________________________________ 
b. Convulsions________________________________________________________________________________________ 
c. Reaction(s) to Medicine_______________________________________________________________________________ 
d. Blackouts__________________________________________________________________________________________ 
e. Disease of any kind__________________________________________________________________________________ 
f. Heart or lung problems________________________________________________________________________________ 
g. Other (be specific) ___________________________________________________________________________________ 
 
 

 
AUTHORIZATION FOR MEDICAL TREATMENT 

 
Please check one of the following and sign: 

_____ I give my permission for immediate medical treatment as required in the judgment of the attending physician.  
           Notify me and/or persons listed as soon as possible. 

_____ I do not give permission for medical treatment until I have been contacted. 
 
In the event a parent or guardian cannot be reached, please contact: 
Name: _____________________________________Relationship to student: __________________Phone No._____________ 
 
Student’s Signature____________________________________________________________Date:_____________________  
 
Parent/Guardian’s Signature_____________________________________________________Date:_____________________ 
 

Please see reverse side 



Participant (Check applicable area) 

_____Fall Leadership Conference: I agree to follow all rules including the Code of Conduct. 
 
_____Washington Leadership Conference:  I agree to follow all rules including the Code of Conduct.  
 
_____State/National Leadership Conference: I am a member of West Virginia Health Occupations Students of America 
and National HOSA and have paid my dues for the current school year.  I have read the HOSA Handbook and agree to 
follow these rules and all contest regulations including the Code of Conduct and WV HOSA Dress Code. 
 
 
        ___________________________________________ 
                        (Signature of Participant) 
 
Parent or Guardian (Check applicable area) 
_____I am 18 years of age or older and do not require a signature of a parent or guardian. 
 
_____I approve of my son/daughter attending the Fall Leadership Conference, Washington Leadership Conference, WV HOSA SLC,  
or the National HOSA Leadership Conference on_________________________________________________________________, 
                                                                                                                                                  (Date) 
being held at______________________________________________________________________________________________.   
                                                                                                       (Location) 

 I have read and agreed with the rules and regulations.   
 I approve of the travel and chaperone arrangements made for my son/daughter to attend this conference.   
 I agree that the local school advisor or the state advisor has the right to send him/her home at my expense if he/she has 

violated the rules and if his/her conduct is not acceptable or has become a detriment. 
 
        _____________________________________________ 
          (Signature of Parent/Guardian) 
 



 


