
 

Medical Consent Form 
 

In case of emergency, ______________________________________has my consent 
to authorize medical care for my child(ren) listed below: 

 

. 

 

Physician:_______________________________________________ 

Allergies:________________________________________________ 

Current Medications_______________________________________ 

Medical Insurance_________________________________________ 

 

 

__________________________________              __________ 
Signature of Parent(s)                                                                                                                      Date 

 
__________________________________________________ 
Phone and Address 
 
 
 
 

 
_______________________                       _______________________                        
Notary Public Signature               Printed Name 
 
 
Notary Seal:  


