AUTHORIZATION FOR EMERGENCY MEDICAL TREATMENT

PLEASE TYPE OR PRINT

If my child _______________________________________, date of birth _________________,

If my child _______________________________________, date of birth _________________,

If my child _______________________________________, date of birth _________________,

becomes ill or involved in an accident and I cannot be contacted, I authorize the following hospital or Health Provider to give the emergency medical treatment required:

Hospital: _________________________________________________________________________

Address: _________________________________________________________________________

or:

Health Provider: _____________________________ Telephone No.: _____________________

Address: __________________________________________________________________________

I give permission to ____________________________________________________, located at

Janney Extended Day, to take my child(ren) for treatment.

I accept responsibility for any necessary expense incurred in the medical treatment of my child(ren), which is not covered by the following:

Health Insurance Company: _________________________________________________________________

Name of Policy Holder: ___________________ Relationship to Child(ren): _______________________

Policy Number: ______________________ Medicaid Number: ____________________________________

Coverage: __________________________________________________________________________________

Please provide any information on child(rens) allergies or medical conditions: 

Signature: __________________________________________________________________________________

Relationship to Child(ren): ___________________________________Date: _________________________

