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Emergency Medical Authorization 
 

Name of child  _____________________________________________________ Sex  _____________ 
Birthday  ______________________  Child's Social Security #  ___________________________ 
Names of Parents or Guardians  _________________________________________________________ 
Home Address  ___________________________________  Home Phone  _________________ 
City  ________________________  State  __________  Zip  ___________________ 
 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

Places of Employment: 
 Father  _________________________   Phone  _______________   Ext.  ________ 

Mother  _________________________   Phone  _______________   Ext.  ________ 
Authorized persons to assume responsibility when parent or guardian cannot be reached: 
 1.  ___________________________   Phone  ______________  Relationship  ______________ 

2.  ___________________________   Phone  ______________  Relationship  ______________ 
Family Physician or Pediatrician  _________________________________________________________ 
 Address  __________________________________________________ Phone  _____________ 
Family Dentist  ______________________________________________________________________ 
 Address  __________________________________________________ Phone  _____________ 
Local Hospital Preference  _____________________________________________________________ 
 Address  _____________________________________________________________________ 
Insurance that applies to child  __________________________________________________________ 
Policy #  ______________________________ Policyholder's Social Security #  _______________ 
Date of last Tetanus shot  _____________________________ 
Relevant medical factors including allergies, medications and physical impairments:  __________________ 
___________________________________________________________________________________ 
 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
 

Part 1 CONSENT FOR EMERGENCY TRANSPORTATION AND MEDICAL TREATMENT 
In the event my/our child needs to be transported by ambulance or emergency vehicle, I/we authorize transportation.  In the 
event reasonable attempts to contact me/us have been unsuccessful, I/we hereby give my/our consent for administration of any 
treatment deemed necessary by a local doctor or dentist; and the transfer of the child to any hospital reasonably accessible.  This 
authorization does not cover major surgery unless the medical opinions of two other licensed physicians or dentists, concurring 
in the necessity of such surgery, are obtained prior to the performance of such surgery. 

Date  __________ Signatures of parents or Guardians  _____________________________________ 
       _________________________________________________ 
 

Part 2 REFUSAL TO CONSENT 
(NOTE:  Do NOT complete part 2 if you have completed part 1.) 

I/we do not give my/our consent for emergency medical treatment or emergency transportation of my/our child.  In the event 
of illness or injury requiring emergency treatment, I/we wish the church sponsors to take no action, or to:  ________________ 
___________________________________________________________________________________________________ 

Date  __________ Signatures of parents or Guardians  _____________________________________ 
       _________________________________________________ 


