AUTHORIZATION AND CONSENT 

TO PROVIDE EMERGENCY MEDICAL CARE
Full Name:








 Date of Visit: 


   
[  ] Male  [  ] Female  DOB:



Weight:



Height:




Parent/Legal Guardian Emergency Phone Numbers:


Father




home


work


cell


Mother




home


work


cell

If Parent/Legal Guardian can’t be reached:


Name

 


Relationship

phone 1


phone 2

Name

 


Relationship

phone 1


phone 2

Child’s Physician: 







 Phone: 



Child’s Dentist: 







 Phone: 



Insurance Company: 




Group#: 


Policy#:


Insured’s Name: 












Medical History:  My child ____does or ____does not wear contact lenses.
Drug allergies: 












Other allergies: 












Medications taken daily: 










Pertinent health information: 










Prescription and/or Non-Prescription Medications:  
Will your child take prescription or non-prescription medication during school hours for any of the above conditions? 
 ( Yes 
( No
If yes, the School Medication Prescriber/Parent Authorization Form must be on file before the medication can be administered while at school. All medications must be in the original container.
I/we are the Custodial Parent(s) or Legal Guardian(s) of the above named child. In case of accident, illness or injury during the school day or on a school-sponsored field trip, I understand that school personnel will make every effort to obtain emergency medical care. In such a case where it is impossible to reach me/us, I/we hereby authorize Spring Valley School and its designated representatives to seek and obtain emergency medical care for the above named child, which may include emergency room treatment, hospitalization, surgery, securing the services of medical personnel, x-rays, and/or medications. I/we hereby assume financial responsibility for these costs.
Parent/Guardian Signature 





 
Date




