CATHOLIC CHARITIES INC.
ARCHDIOCESE OF HARTFORD

Permission for infant well care visits

I,______________________________, mother or  father of, ______________________,

in placing him/her in care of Catholic Charities Inc. Archdiocese of Hartford hereby authorize said organization to apply such tests, treatments, and immunizations as they consider necessary or proper for the welfare of my child or of the group that my child is associated. This is to include blood tests, tests for tuberculosis and any other skin tests, immunizations that are required within the first six months of an infant’s life. This shall include DPT (Diphtheria Pertussis Tetanus), Oral Polio, Tetramune, HiB and Hepatitis B, medical treatment in case of accident to whom the child is referred by said Catholic Charities Inc.- Archdiocese of Hartford.

I understand that for all major operations which requires an anesthesia or any other unusual treatment, I shall be consulted and a separate permit obtained, except in the case of an emergency.

It is expressly understood that the said Catholic Charities Inc.- Archdiocese of Hartford is a charitable institution, that no financial benefits accrues to its directors or officers, and in consideration of the maintenance given to _____________________

by said organization.  I,    ___________________________, hereby release and forever discharge the aforementioned agency from all manner of actions, causes of action, suits, claims or damages whatsoever against the said Catholic Charities Inc.- Archdiocese of Hartford which shall or may arise by reason of any matter, cause or thing whatsoever during the period of the said organizations care of my child.

Signed_____________________________________



Parent

Witness___________________________________

Date_____________________________________

