2024-2025

STUDENT NAME
(Please pring) Last First (ie#H

EMERGENCY MEDICAL AUTHORIZATION FORM

{Ohio Revised Code 3313.712)

Date of Birth Home Phone

School IMmaculate Heart of Mary School Addrass

Schoo! Year 2024-2025 Grade, Ciy Zp

Purpose: To crable parchts and guardians 1o suthorize the provision of emergency trestment for children who become il of injured
while under school authority, when parents or gusrdians cannot be resched. This information will be shared, as necessary, with
teachers, bus drivers, administrative stzff, hesith personnel including stodens nurses, and other school personnel.

Father's Name. DeytimePhone_ Cell/Pager
Contacts: 2. Daytime Phone, Cell/Pager.

It is extremely important that yon provide ANY pertinent medical history or information about existing conditions that
may affect your child &t school.

Medical Information:

PART 1 OR Il MUST BE COMPLETED
‘| PART 2 TO GRANT CONSENT PART 1I; REFUSAL TO CONSENT

1 havebry give consenit Jor the following medical care providers und local hospieal 1 do NOT give my conpent for emergency medice] tomtnaeat of my
~be eallod: child. In the evest of illness or injury requiring emergency restmen,

Docsse em Twish the school suthoritiee 1 tike the following action : «

‘Inthe event reasonuble astempts 1o contect we have been unsuccesshl, 1
hereby: give my consent for: 1) the administration of sy trestmest
wwwmmmu.hhmum
practitionier is siot available, by antther Kceased physician or dentist; aad
2) the transfer of the child so sy bosphal ressossbly sccessible. This
Borization doas not cover majde sungery mniaes he med! inions of
two other Licensed d physicisns or denticis, cancvirring in the necossity S
such surgery, are obiained prior to the performance of such sargery.

gl

Sigmtire of Parent/Gusrdiun

Farm Revised 2/02




