CANAL WINCHESTER SCHOOLS
ENERGENCY NEDICAL AUTHORIZATION FORM

Student Name = Grade:
Address - Zip:-
Telephomnez ) DB =
Purpose .. To endle parents ad guardianis to authorize the provision of emergency treatment for children who b

school authority, wen parents or guardias camot e reached.-
fesidential Parent or Guardian Information

lother’s Name : Daytime Phomnez ()
First last el B Phone: O
E-NAIL =
Father’s Name: Daytime Phone- ()
First last el B Phone: O
E-NAIL =
Step Parent/Giardian®s Name” = __ Daytime Phonez ()
First Ccll BsPhone: )
E-NAIL =
Name Of Relative or (hildcare Provider
Name = ReBationship :
First I ast

Daytime Phorne:- ()

PART 1:- TO GRANT CONSENT

| herely give consent for the following medical care providers ad local hospital to be calle

Physician:z Phomre:-z () __
Dentist = Phone:- ()

ledicall Speciallist: Phomre:- () __
locall Hospital - Emergency Room Phomre:- ()

In the event reasonab Be attempts to contact me have been uinsuccessfull, | hereby give my consent for (1) the admini
treatment deemed necessary by the abow-named doctors, or, in the event the designated preferred practitioner is not avai Bab le,
physician or detistz and (2) the transfer of the chilld to any hospitall reasonab Be accessible.

This aithorization does not cover major surgery inlless the medicall opinions of two other Bicensed pkb
in the necessity for suich surgery, are obtained prior to the performance of sich surgery.

Facts concerning the chilld’ ;s medicall history, incBuding all Bergies, medications being taken, and any physica
physician shoulld be allerted =

Date = Signature of Paret/CGuardian:z

Address Zip:

PART 11:- REFUSAL T0 CONSENT

I do NIT give consent for emergency medicall treatment of my chilld. In the event of 1l Iness or injur
treatment, | wish the schooll aithorities to take the fo l B owing action:

Date - _ Signature of Parent/Guardian:

Address - Zip:




