Emergency Treatment Information and Authorization

I, (name of parent) ____________________________, agree to the administration of 

emergency medical treatment to my child,  (name of child) ____________________ by a 

duly qualified health practitioner in my absence.

I authorize (name of provider) __________________________ to arrange for such 

emergency medical treatment until such time as I can be present.  

SIGN IN THE PRESENCE OF NOTARY






Signature_____________________________






Date_________________________________

To be filled in by the notary public

Sworn and subscribed before me this _______ day of ______________, ________

                                                             Signature ____________________________

What (if any) illness has your child had in the past month?

Is your child now taking any type of medication?

Is your child allergic to food, medicine, animals or anything else?

List any chronic or handicapping problem your child has, such seizures, asthma, diabetes, heart disease, and respiratory illness: 

Parent’s hospitalization insurance or medical assistance plan:

Carrier:_________________________________________

Identification Number:_____________________________

Policy is in the name of:____________________________

