MEDICAL/DENTAL EMERGENCY INFORMATION

Your Blood Type______________________________________

Medications you are allergic to:____________________________

Any physical problems that could cause you discomfort____________

__________________________________________________

Medical Insurance Carrier________________________________

Policy Number________________________________________

Name of Subscriber____________________________________

Relationship to Subscriber_______________________________

Who to contact in Emergency:

Name_____________Number______________________

Name_____________Number______________________

Please attach a copy of your insurance card(s)

I certify the policy(s) named above is now in force and will be maintained through September, 2008.  I understand that contestants are responsible for all medical/dental expenses incurred during the time they participate in the Miss Utah competition activities and that neither the Miss Utah Organization nor it’s medical insurance plan will be responsible for any such expenses.  I certify that the above information is true and accurate.

_____________________             ______________________________

Signature and Date


       Parent/Guardian signature and date

I hereby authorize the MUOT, other appropriate health care provider and/or Miss Utah Organization’s registered nurse to perform medical treatment deemed necessary for:

________________________________________________

Contestant Name and Date

________________________________________________

Parent/Guardian signature and Date

