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Emergency Room/Medical Services Authorization


 


The undersigned herby certify that they are the parent/legal guardian of:


Child’s name_____________________________________________


Child’s date of birth________________________________________


The undersigned recognizes that there may be circumstances in which he/she may not be available to give consent for medical treatment required by a hospital for the above mentioned child.  By this document, the undersigned hereby authorizes a doctor or doctors employed by any emergency room of a hospital to perform such medical services or procedures that are considered necessary in connection with an injury or illness the said child may have, wherever he/she may be located and if the undersigned are not available to consent at said time.


 


Parent/legal guardian signature_______________________________


Date_________________________________


Insurer:_____ Private _____Medicaid____ none_______


Insurance # and company___________________________________


Child’s physician _________________________________________


Physician’s phone #___________ Address______________________


Child’s allergies __________________________________________


Child’s medication(s) ______________________________________


How long has the child been taking this medication?______________


What is the reason for the medication? _________________________


Is there any other information about your child that medical emergency 


personnel would need to know?


________________________________________________________


________________________________________________________


Authorized individual other than parent/guardian to have access to health information: 


Name_________________  Phone____________


Name_________________  Phone____________










