
EMERGENCY MEDICAL AUTHORIZATION 

School Year: 20____ - 20____ 
 

Purpose: To enable parent(s) and guardian(s) to authorize the provision of emergency treatment for students who 
become ill or injured while under school authority when parents or guardians cannot be reached.  NOTE:  A signature is 
required at the bottom of this form.  Report any changes to this content immediately to the school registrar. 
 

Student’s Full Name: _______________________________________________________________ Grade:__________ 
 

Address: ________________________________________________________________ Date of Birth: ____/____/____ 
  Street       City/State/Zip 
 

Custodial/Residential Parent(s) or Guardian(s) (LIVING AT ABOVE ADDRESS WITH THE STUDENT): 

Full Name Relationship to Student Emergency Phone Numbers 

  
Cell# 
Other# 
E-Mail: 

  
Cell# 
Other# 
E-Mail: 

 
Emergency Contacts: Allowed to pick up student from school in addition to the parents/guardians listed above.  
(Note:  If a non-residential parent (father or mother) is permitted to pick up the student, provide the name below.) 

Full Name Relationship to Student Emergency Phone Numbers 

  
Cell# 
Other#                      

  
Cell# 
Other# 

  
Cell# 
Other# 

 
**IMPORTANT HEALTH DATA**:  Please list any and all facts concerning the student’s medical history including:  

1)Food/Medication allergies, 2)Current medications, inhalers, epi-pens and/or 3)All other chronic conditions (i.e. asthma, diabetes, 
eczema, seasonal allergies, seizures, sickle cell, physical impairments, etc.) to which a physician should be alerted. 

1)  Food/Medication Allergies  

2)  Current Medications/Inhalers/Epi-pen  

3)  Chronic Health Conditions/Asthma/Other  

 
PART I or II MUST BE COMPLETED 

PART I – TO GRANT CONSENT:  I hereby give consent for the following medical care providers and local hospital to be called: 

Family Doctor  Phone#  

Family Dentist  Phone#  

Medical Specialist  Phone#  

Local Hospital/ Emergency Room  Phone#  

 
In the event reasonable attempts to contact me have been unsuccessful, I hereby give my consent for (1) the administration of any 
treatment deemed necessary by above-named doctor, or, in the event the designated preferred practitioner is not available, by another 
licensed physician or dentist; and (2) the transfer of the student to any hospital reasonable accessible.  This authorization does not 
cover major surgery unless the medical opinions of two other licensed physicians or dentist, concurring in the necessity for 
surgery, are obtained prior to the performance of such surgery. 
 

PART II – 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: 
 

 

My signature in accordance with HIPAA regulations, gives my permission for release of school health 
information to the school employees and/or other health care providers. 
 

______________________________________     ___________         X_______________________________________  
Print Name of Custodial Parent/Guardian         Today’s Date             Signature of Custodial Parent/Guardian  
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