Emergency Treatment Authorization

Patient Name:

| |

Date of Birth:

| |

Parent/Guardian Name:

| |

Contact Number:

| |

Known Allergies:

| |

Current Medications:

| |

Insurance Information:

| |
Primary Physician:

| |

Authorization

I authorize emergency medical treatment for the above-named patient in the event I cannot be reached. This authorization is valid for the duration
of the current school year or until revoked in writing,

Parent/Guardian Signature:

| |

Date:
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