	EMERGENCY MEDICAL AUTHORIZATION
GRANT CONSENT

	In a medical emergency, the Parent/Guardian will be notified.

	Family Doctor:


	Phone:

	Family Dentist:


	Phone:

	Preferred Hospital:


	Phone:

	If a specific hospital is designated other than ones served by the local emergency service unit, the Parent or Guardian will accept financial responsibility.

	Facts concerning the child’s medical history, including allergies, medications being taken and any physical impairments to which a physician should be alerted:

	
	

	
	

	
	

	
	

	
	

	Mother’s Name (print):


	Emergency Phone #:

	Father’s Name (print):


	Emergency Phone #:

	Guardian’s Name (print):


	Emergency Phone #:

	If the parent(s)/guardian cannot be reached, contact:



	Name (print):


	Phone #:
	Relationship:

	In the event reasonable attempts to contact me have been unsuccessful, I hereby give my consent for emergency medical care at the discretion of Mahoning County Career & Technical Center.

	Signature of Parent/Guardian:


	Date:

	REFUSAL TO CONSENT

	I do NOT give my consent for emergency medical treatment of my child.  In the event of illness or injury requiring emergency treatment, I wish the school authorities to take the following action:

	
	

	
	

	Signature of Parent/Guardian:


	Date:


