CONFIDENTIAL INFORDN 14 T10N
CLINC Usr

FMERGENCY MEDICAL AUTHORIZATION FORM

INSTRICTIONS: A< mandated by the State 5 completed form must he an file for each <indent

Please print legibly and vetain a copy {or vour records.

Locker No.:.  Grade: . Room No..  Dateof Birth:
Last Name First Naine

Address

City Zip

Home Phene w/area code

Transportation: Car Walk Extended

Please list the names of parents and/or their designees to authorize emergency medical treatinent for
children who become ill or injured while under school authority. Kindly inform the schoel office of any
changes in regards to this document. In each of the ¥ blanks indicate the order in which vou

calls to be made (£1, #2, etc).
RESIDENTIAL PARENT OR GUARDIAN:

Moether's Name Day Phone

{Please include area codes with all numbers.)

wish

First Last
Cell Phone

Father’s Name Day Phone

First Last
Cell Phone

Step Mother Day Phone

First Last
Cell Phone

Step Father Day Phone
First Last
Cell Phone

IF PARENT/GUARDIAN CANNOT BE REACHED, LIST DESIGNEES (AUTHORIZED PERSONS):

Relationship

Address Day Phoene

Zip Cell Phone

Relationship

Address Dav Phone

Zip Cell Phone
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fons of fue

Date Signatwre of Parent/Guardi

':CA
=4

Address

City

PART II:

ide NOT give mv consent §

REFUSAL TO CORSE

cemergency medical ireatment of my child.

=

Hiness or u;w»
ke the followi

requiring emergency treatment. I wish the cchool authorities to talke no actisn o1 1o ta
action:
Date L Signature of Parent/Guardian o
Sddress
City S Zip

Revised 508



