' EMERGENCY MEDICAL AUTHORIZATION
LISBON EXEMPTED SCHOOL DISTRICT

o DAVID AMDERSON JR/SR HIGH SCHOOL M F
Grade ‘ Student's Name Sex Birth Date
g McKINLEY ELEMENTARY SCHOGL Address
Grade Teacher
Clty/State/Zip

o CHECK IF DIFFERENT ADDRESS FROM LAST YEAR.

PURPOSE: TO ENABLE PARENTS AND GUARDIANS TO AUTHORIZE THE FROVISION OF EMERGENCY TREATMENT AND TRANSPORTATION OF |
STUDENTS WHQ BECOME ML OR IN/URED VWHILE UNDER SCHOOL AUTHORITY, WHEN PARENTS OR GUARDIANS CANNOT BE REACHED,

PART | OR [ MUST BE COMPLETED
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PART | - GRANT CONSENT }'

!ln the event the designated preferred practitioner is nct available then treatment by another licensed physician or dentist is;
lgranted. In the event that the preferred hospital is not accessible then the nearest accassible hospital is preferred. This]
fauthorization does not cover major surgery unless the medical opinions of two licensed physicians or dentists, concurring in the’
necessity for such surgery, are obtained prior to the performance of such surgery. ';

;

i

[ Signature of Parent or Guardlan Address Cate

)

j/n the event reasonable attempis lo conlact me/s:

; _

i Mother's Name or Legal Guardian FHeme Phone Wark Phane Cell, Pager, Voice Mail

4

} Father's Name or Legal Guardian Home Phone Work Phone ' - Cell, Pager, Voice Mail

]

i Name of closest relative & relationship Homa Phone Work Phone Cell, Pager, Vaice Maii
Name of friend/neighbor Home Phone Work Phone Cell, Pager, Yoice Mail

IFALL THESE ATTEMPTS HAVE BEEN UNSUCCESSFUL, | HEREBY GIVE MY CONSENT FOR ADMINISTRATION OF
ANY TREATMENT DEEMED NECESSARY BY:

Phane -

Preferred Doctor

Phone

Preferred Dentist

e — . — o, " . Wik . ", "o “—

Preferred Hospital
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Facts concerning the child's medical /ilstory including allergies, medications being taken, medical condifions, and any physic
impairments to which a physician and the school should be alerted:
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PART Il - REFUSAL TO CONSENT

E

Signature of Parent or Guaidian Address Date

do not give my consent for emergency medical freatment of my chitd. In the event of ifiness or injury requiring emergenc);
reatment. | wish the school authorifies o lake no acition or fo. f
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