



SAMPLE
Medical Release Form
Please initial the following statements:

__________I understand that I may ride in a vehicle with ________________________ officers or other designated chaperones. 

__________I understand that I will be financially compensated $___ per hour for their time in this activity. 
__________I attest to the fact that I do not consume any alcoholic beverages and I have never attempted to purchase alcoholic beverages.

__________I understand that I will be attempting to purchase alcoholic beverages at various retail outlets in North Dakota and will at no time lie or misrepresent my age. It is also understood that I am not breaking the law by participating in these investigations as I will be under the direct supervision of Law Enforcement Personnel as authorized by North Dakota Law.
__________Furthermore, I hereby grant permission for any representative or agent of _____________________________________ to take me to a doctor or hospital or obtain emergency medical transportation and hereby authorize medical treatment, including but not limited to emergency surgery, emergency medical treatment. I authorize a representative of ____________________________________ to consent to x-ray examination, anesthetic, medical, surgical, or dental diagnosis or treatment, and hospital care to be rendered to me under the general supervision and on the advice of any physician or dentist licensed wherever such diagnosis or treatment is rendered. I further authorize the administration of first aid and/or CPR should it become necessary. I understand that this authorization is given in advance of any specific diagnosis, treatment, or hospital care being required but is given to provide authority and power on the part of __________________________________________ to give specific consent to the diagnosis, treatment, or hospital care which in the best judgment of a licensed physician is deemed advisable. 

_______________________________________________

__________________

Printed Full Young Adult Name




Date

_______________________________________________

Signature of Full Name Young Adult
_______________________________________________

Name of Physician/Telephone Number

_______________________________________________

Medical Insurance Carrier/Policy Number
Printed Officer Name






Date














Signature of Officer






Date
Page 3 of 3

