Cincinnati Public Schools Al Sl e laa
Emergency Medical Authorization Form
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Fill out this form and return it to your child’s school. b A jaa ) sasi g 73 galll 138 Sla)
Student's Name /<altall au) : ID # Jomasill 48 ) :

Homeroom /a5 «sedl : Birth Date / Sl &)

School / & jaall Grade [—uall : Year / 4l

Student's Address /Wl o sic: Apt [Aail &8,

Phone /el a8, () City /Auadl; State /4Y 5l Zip lsud el

Purpose — To enable parents and guardians to authorize the provision of emergency treatment for children who become ill or
injured while under school authority, when parents or guardians cannot be reached.
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Residential Parent or Guardian psdall a5l 9 ¥ s
Parent / Guardian Name -=sll / <Y s Daytime Phone /el o <l 8,0 ()
Parent / Guardian Name - a3l / <Y 5 Daytime Phone/_ledl Joa Calgll a0 ()
Other's Name /s _al slau: Daytime Phone/ el Jda Gl 6,0 ()

Name of Relative or Child-care Provider /Jikll &le 5 of dpall de 1 35 3a ans

Relationship /&l!: Daytime Phone /el I3 calell B8, : ( )
Address /o) siall ; Zip/ sl el
PART | or PART Il MUST BE COMPLETED G g3l 5 Ja¥ £ Sal Jlas) g

PART |: TO GRANT CONSENT | hereby give consent for following medical-care providers and local hospital to be called:

Al el bl 5 dlall Ale I ciladd adie 4881 ga o (58 o) A8 gal) analll 1 5Y) £ 300

Physician/ aall ki Phone<ilel sé,: ()
Dentist/ gl ks Phone/<iilell &, : ()
Medical Specialist / uasi b : Phone/<itell &3, : ()

Local Hospital /slaall idiuli:

Emergency Room Phone / s\ shll 8,6 aila 8, 1 ()

In the event reasonable attempts to contact me have been unsuccessful, | hereby give my consent for (1) the administration of
any treatment deemed necessary by above-named doctors, or, in the event the designated preferred practitioner is not
available, by another licensed physician or dentist; and (2) the transfer of my child to any hospital reasonably accessible. This
authorization does not cover major surgery unless the medical opinions of two other licensed physicians or dentists,
concurring in the necessity for such surgery, are obtained prior to the performance of such surgery.
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Facts concerning my child’s medical history, including allergies, medications being taken, and any physical
impairment to which a physician should be alerted:
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Date/ &l Signature of Parent/Guardian asll sl je¥! s adisi:

Address/ sl Zip/ gud a0

PART Il: REFUSAL TO GRANT CONSENT | do NOT give my consent for emergency medical treatment of my child. In the
event of iliness or injury requiring emergency treatment, | wish the school to take the following action:
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Date /g ll; Signature of Parent/Guardian=sl! s ¥ s adisi:

Address [ ol si=ll;

Zip [ 30

Revised: 6/2019



	Fill out this form and return it to your child’s school.                                            إملأ هذا النموذج وأعده إلى مدرسة طفلك.
	Residential Parent or Guardian       ولي الامر أو الوصي المقيم

	PART I or PART II MUST BE COMPLETED              يجب إكمال الجزء الأول أو الجزء الثاني

