Parental Emergency Medical Consent
This form must be presented upon admission for treatment

Child’s Full Name____________________________  Date of Birth __________________

In the event that my child (listed above) may require emergency medical and/or surgical care while under program authority and I unable to be reached, I hereby give my consent for medical and/or surgical treatment to ____________________ Hospital and Doctor _______________________________or his/her designee to provide care.


In the event that my child (listed above) may require emergency dental and/or surgical dental care while under program authority and I unable to be reached, I hereby give my consent for medical and/or surgical treatment to _______________________ Hospital and Doctor ___________________________or his/her designee to provide care.

Parents/Guardians/Custodians with whom the child resides:
Name: ______________________________________ Relationship to Child: _______________________________
Address: ____________________________________ City/Zip: _________________________________________
Employer: ___________________________________ Department: ______________________________________
Home Phone: ________________________________ Work Phone: ______________________________________
Cell Phone: __________________________________ Email: __________________________________________

Name: ______________________________________ Relationship to Child: _______________________________
Address: ____________________________________ City/Zip: _________________________________________
Employer: ___________________________________ Department: ______________________________________
Home Phone: ________________________________ Work Phone: ______________________________________
Cell Phone: __________________________________ Email: __________________________________________

Person to contact in case of emergency if parents are unavailable, and are authorized to pick up child:
Name: ______________________________________ Relationship to Child: _______________________________
Address: ____________________________________ City/Zip: _________________________________________
Employer: ___________________________________ Department: ______________________________________
Home Phone: ________________________________ Work Phone: ______________________________________
Cell Phone: __________________________________ Email: __________________________________________

Name: ______________________________________ Relationship to Child: _______________________________
Address: ____________________________________ City/Zip: _________________________________________
Employer: ___________________________________ Department: ______________________________________
Home Phone: ________________________________ Work Phone: ______________________________________
Cell Phone: __________________________________ Email: __________________________________________

Are there any custody or restraining orders for person(s) who may attempt to pick up or have contact with the child while in care at the center?   Name(s) _____________________________________________________________________________

___________________________________________________________________________________________
	(Child’s Doctor)			(Phone)				(Address)				(City)
___________________________________________________________________________________________
	(Child/Family’s Dentist)		(Phone)				(Address)				(City)                              

______________________________________	_______________________________________	____________________________________
	(Date of last Tetanus)				      (Known Allergies)			(Current Medications)

______________________________________	_______________________________________	____________________________________
	(Insurance Company)				(Policy Holder’s ID)			          (Religious Preference-optional) 


This consent will be in effect for one year beginning (date) ______________________________ and will be updated annually while the child is enrolled in this facility.


___________________________________________________________  	        ___________________________________________________________
	(Signature of Parent)			(Date)			  (Signature of Parent)			     (Date)


