EMERGENCY MEDICAL AUTHORIZATION
East Liverpool City School District
Purpose: To enable parents 1o authorize emérgency treatment for children who become ill or injured while under sehoal

authority, when parents cannot be reached.
Student Name:

Home Address:

Home Telephone:

School attended:
_—
PART I Oor PART Il (pagezz MUST BE COMPLETED

-
Part I - Grant Consent 3

Residential Parent or Guardian:

Mother: Daytime Phone:
Father: Davtime Phone:
Other Name: Daytime Phone:
Name of relative or childcare provider:
Address: Phone; Relationship:

In the event reasorable Gempis 1o CONCRCT me 3t the phone numbers listed above have been unsuccessiul, 1
hearby give my consent for: {1) the wransfer of the child 1o the designated hospital or any haspital reasonably accessible;
and (2] the administration of any reammeént deemed necessary by the medical pracationers listed below, orin the event
the designated preferred practifonue is not available, by anather censed physician, dentist or medica! specialist,

I'hearby give consent for the following preferred medical care providers and local hespital 1o be cailed:

Doctor: Phone:
Dentist: Phone:
Medical Specialist: Phone:
Local Hospital: Phone:

This authorization does not cover major surgery uniess the medical opinions of two other licensed phyiiciams or
dentists, concwrring in the necessity for such surgery, are ettained befors the surgery is performed,

Faets conceming the child's medical history including allergies, medications being taken., and any physical
impairments o which a physician should be alarmed:

(Dhae) {Signamre of Parent)

{..;*-v.;Id ress) _,J
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Page 2

Do Not Complete Part II if you Completed Part I

Part II - Refusal to Consent

I donot give my consent for emergency medical reatment of my child. In the event of illness ar
injury requiring emergency weatment, I wish the school authorities to take the following action:

(Date) (Signamre of Parent)

Tiﬁ_ﬂdress}




