
ONE TAKE ACTING INTENSIVE
MINOR MEDICAL AND EMERGENCY AUTHORIZATION FORM
State of Florida  ·  August 20–23, 2026


	THIS FORM MUST BE COMPLETED IN FULL AND SUBMITTED BEFORE THE MINOR PARTICIPANT MAY ATTEND ANY PROGRAM SESSIONS. PLEASE BRING A COPY TO THE PROGRAM ON DAY 1.



Section 1 — Minor Participant Information
Minor Full Legal Name:  ____________________________________________________________
Date of Birth:  _____________________________________________
Age:  _____________________________________________
Home Address:  ____________________________________________________________
City, State, Zip:  ____________________________________________________________

Section 2 — Parent / Legal Guardian Information
Primary Guardian
Full Name:  ____________________________________________________________
Relationship to Minor:  _____________________________________________
Primary Phone:  _____________________________________________
Secondary Phone:  _____________________________________________
Email Address:  ____________________________________________________________
Work Phone:  _____________________________________________

Secondary Emergency Contact
Full Name:  ____________________________________________________________
Relationship to Minor:  _____________________________________________
Primary Phone:  _____________________________________________
Secondary Phone:  _____________________________________________

Section 3 — Medical Information
Health Insurance
Insurance Company:  ____________________________________________________________
Policy Number:  _____________________________________________
Group Number:  _____________________________________________
Policyholder Name:  ____________________________________________________________

Physician Information
Primary Physician Name:  ____________________________________________________________
Physician Phone:  _____________________________________________
Hospital Preference:  ____________________________________________________________

Medical Conditions
Please list any medical conditions, disabilities, chronic illnesses or special needs we should be aware of:

Condition 1:  ____________________________________________________________
Condition 2:  ____________________________________________________________
Condition 3:  ____________________________________________________________

Does the Minor have any of the following?  (Circle all that apply)

Asthma     Diabetes     Epilepsy     Heart Condition     Hearing Impairment     Visual Impairment     Anxiety     ADD/ADHD     Other

If Other please describe:
Description:  ____________________________________________________________

Allergies
Please list all known allergies including food, medication and environmental:

Allergy 1 and Reaction:  ____________________________________________________________
Allergy 2 and Reaction:  ____________________________________________________________
Allergy 3 and Reaction:  ____________________________________________________________

Medications
Please list all medications the Minor is currently taking:

Medication 1 — Name, Dose, Frequency:  ____________________________________________________________
Medication 2 — Name, Dose, Frequency:  ____________________________________________________________
Medication 3 — Name, Dose, Frequency:  ____________________________________________________________

Will the Minor need to take any medication during program hours?  □ Yes  □ No
If yes will the Minor self-administer?  □ Yes  □ No

Physical and Activity Limitations
Please describe any physical limitations or activities the Minor should not participate in:
Limitations:  ____________________________________________________________

Dietary Restrictions
Please list any dietary restrictions or food preferences:
Dietary needs:  ____________________________________________________________

Section 4 — Emergency Medical Authorization
	IN THE EVENT OF A MEDICAL EMERGENCY AND IF I CANNOT BE REACHED, I HEREBY AUTHORIZE ONE TAKE ACTING INTENSIVE LLC STAFF TO: (1) Call 911 and arrange for emergency medical transportation, (2) Authorize emergency medical treatment as deemed necessary by medical professionals, (3) Contact the emergency contacts listed in this form. I understand that One Take Acting Intensive LLC will make every reasonable effort to contact me before authorizing treatment.



Do you authorize emergency medical treatment if you cannot be reached?  □ Yes  □ No
Do you authorize administration of over-the-counter pain medication if needed?  □ Yes  □ No

Please list any specific instructions for emergency situations:
Emergency instructions:  ____________________________________________________________

Section 5 — Chaperone On-Site Confirmation
I confirm that I as the parent or legal guardian will be physically present on-site at all times during program hours for the duration of the event — August 20-23, 2026. I understand that the Minor may not attend any program sessions without a parent or legal guardian present unless a specific written exception has been formally requested and approved by One Take Acting Intensive LLC management prior to the start of the program. Verbal arrangements will not be accepted as valid exceptions.

Will you be physically present on-site at all times?  □ Yes  □ No
Has a chaperone exception been approved in writing by One Take administration?  □ Yes  □ No
If yes please attach the written approval to this form.
Chaperone Package confirmed?  □ Yes  □ No  (Contact contact@onetake.info if not yet confirmed)

Section 6 — Additional Notes
Please provide any other information that would help One Take Acting Intensive staff provide the best possible experience for the Minor:

Notes line 1:  ____________________________________________________________
Notes line 2:  ____________________________________________________________
Notes line 3:  ____________________________________________________________



AUTHORIZATION AND SIGNATURE

I certify that the information provided on this form is accurate and complete to the best of my knowledge. I authorize One Take Acting Intensive LLC to use this information to provide appropriate care and support to the Minor during the program. I agree to notify One Take Acting Intensive LLC immediately of any changes to this information.

Guardian Signature:  ____________________________________________________________
Guardian Printed Name:  ____________________________________________________________
Date:  _____________________________________________
Guardian Phone (day of event):  ____________________________________________________________



FOR ONE TAKE STAFF USE ONLY
Staff Member:  _____________________________________________
Date Received:  _____________________________________________
Reviewed By:  _____________________________________________
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