AUTHORIZATION TO RECEIVE MEDICAL ATTENTION

(SWORN STATEMENT)
MINOR STUDENT (UNDER 21)
, ) , resident of
name of father, mother, or legal guardian marital status
, , hereby:
town or city country

Authorize any health care provider dully authorized by the Honorable Secretary of Health of the Commonwealth of
Puerto Rico to practice medicine and who provides services in the medical services departments and offices of the
University of Puerto Rico to gave , Whatever medical attention
name of student

may be necessary for preserving his/her health or minimizing the damage or incapacity that may result as a
consequence of an accident or illness while he/she is enrolled in courses or practicing a sport at the facilities of the
campus or college or at any other facility not pertaining to said campus or college and to diagnose, treat, operate, or
engage in such therapeutic or corrective measures as may be deemed appropriate and also to administer such
medications and/or treatments as may be prescribed in accordance with the Laws of the Commonwealth of Puerto Rico.
| authorize that he/she be given referrals to other doctors and/or hospitals duly accredited by the Puerto Rico
Department of Health.

| also authorize the designated personnel of the Health Services Department of the University of Puerto Rico, Rio
Piedras Campus to provide health care to the minor student as he/she may require it.

In , this day of ,
town / city
Signature of student Signature of parent or guardian
Student number ID or driver license number of parent or guardian
AFFIDAVIT NUMBER:
SIGNED AND SWORN BEFORE ME BY , whose personal

circumstances are as above described and who, if not known personally to the notary, was identified by means of

, humber ,in ,
town/city

, today the day of ,

country

NOTARY'S SEAL AND SIGNATURE

Rev oct 2016



AUTHORIZATION TO RECEIVE MEDICAL ATTENTION

(SWORN STATEMENT)
Student: _ Over21years __ Married __ Emancipated
I, , ,
name of student marital status
resident of : , hereby:
town or city country

Empower any person who is authorized by the Honorable Secretary of Health of the
Commonwealth of Puerto Rico in any branch of medicine and who renders services in the medical
services departments and offices of the campuses and colleges of the University of Puerto Rico to
give me whatever medical attention may be necessary to the end of preserving health or
minimizing the damage or incapacity that may result as a consequence of an accident or illness
while | am enrolled in courses or practicing a sport at the facilities of the campus or college or at
any other facility not pertaining to said campus or college and to diagnose, treat, operate, or
engage in such therapeutic or corrective measures as may be deemed appropriate and also to
administer such medications and/or treatments as may be prescribed in accordance with the Laws
of the Commonwealth of Puerto Rico. | authorize that | be given referrals to other doctors and/or
hospitals duly accredited by the regional Department of Health.

Done in , today the day of ,
town / city

Signature of student Social Security Number

Student number

AFFIDAVIT NUMBER:

SIGNED AND SWORN BEFORE ME by , Wwhose

personal circumstances are as described above and who, if not known personally to the notary,

was identified by means of , humber

in , , today the day
town/city country

of :
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