EMERGENCY MEDICAL AUTHORIZATION FORM

Fifth Street Church of Christ

229 5th Street – P.O. Box 185 – Beverly, Ohio 45715

(740) 984-4180 
Child/Charge’s Name: 






        Birth date




Parent’s Name(s):












Address:













Home Phone:





      Cell Phone:





Allergies (if any):












Child’s Physician:




     Physician’s Phone:




In case of an emergency please call (Parent/Guardian) 







At




 or 






 (Nearest relative)

At 






EMERGENCY MEDICAL AUTHORIZATION

In the event reasonable attempts to contact me at 




 or other parent/guardian at 







 Have been unsuccessful, I hereby give my consent for the 
administration of any treatment deemed necessary by Dr. 






 (preferred doctor)

Or Dr. 








 (preferred dentist), or in the event the designated preferred practitioner is not available, by another licensed physician or dentist; and the transfer of my child 

to 







 Hospital or any hospital reasonably accessible.

This authorization does not cover major surgery unless the medical opinion of two (2) other licensed physicians or dentists, concurring in the necessity for such a surgery, are obtained before the surgery is performed.  (Facts concerning the child’s medical history, medications being taken, and any impairments to which the physician or dentist should be alerted to are listed on the reverse side of this document).
Parent/Guardian Signature






Date

(More on reverse side)
MEDICAL HISTORY (Please give a brief history)

MEDICATIONS (Please list Prescription Medicines)

IMPAIRMENTS (Please list any/all Physical and/or Emotional Difficulties)

ALL INFORMATION REGARDING YOUR CHILD SHALL BE HELD IN STRICT CONFIDENCE.  THE ONLY TIME THIS INFORMATION WILL BE SHARED IS IN THE EVENT THAT YOUR CHILD/CHARGE REQUIRES EMERGENCY MEDICAL ATTENTION.

I give the 5th Street Church of Christ my permission to use the aforementioned information for the welfare of my child/charge in the event of emergency medical attention.

Parent/Guardian Signature






Date

PLEASE COMPLETE THIS FORM IN ITS ENTIRITY







