
Student Name:  (last)________________________________________________________(first)_______________________________________

EMERGENCY MEDICAL AUTHORIZATION FORM

Purpose:  To enable parents/guardians to authorize emergency treatment for children who become ill or injured while under PEEC authority, when parents cannot be reached.  Upon completion, return this form to PEEC. The original form and any copies thereof may be used to identify the medical options of the undersigned parent.

Minors Date of Birth_____________________ Male/Female (circle one)  Grade______ School:_______________________________________

	Father’s name______________________________________

                      (Or if guardian please identify relationship to child)

Father’s address

Street_____________________________________________

City________________________ State _____ Zip _______ 

Home phone__________ Work ___________ Other_______

Morning e-mail_____________________________________

Afternoon e-mail____________________________________
	Mother’s name______________________________________

                         (Or if guardian please identify relationship to child)

Mother’s address

Street_____________________________________________

City________________________ State _____ Zip _______ 

Home phone__________ Work ___________ Other_______

Morning e-mail_____________________________________

Afternoon e-mail____________________________________


Alternate emergency contacts – (People to contact if parents cannot be reached – may pick up student from PEEC)

Name/relationship______________________________________________________  Phone__________________________________________

Name/relationship______________________________________________________  Phone__________________________________________

If my child is injured or becomes seriously ill at PEEC, and I cannot be reached, the PEEC is authorized to arrange for transportation to and treatment at a medical facility.  I will be financially responsible for the transportation and medical care.  Any PEEC instructor/staff who acts in good faith to comply with this form cannot be held liable for their actions.  I understand that my child may be treated with an epinephrine auto injector, as directed by standing order of the local physician, for life-threatening episodes of allergic reaction or asthma.

Signature of Parent/Guardian___________________________________________________________________  Date_____________________
HEALTH INFORMATION – IMPORTANT FOR EMERGENCY CARE PROVIDERS
Please indicate if the student has had, or is currently under treatment for. The following conditions:

	asthma

diabetes

ear/hearing problem

migraine headaches
	hepatits, type ____

contact lenses

meningitis

high blood pressure
	muscular weakness or paralysis

bleeding disorders

infectious disease
	emotional problem

heart problem

seizures
	


allergies to foods___________________________________ allergies to medication  or injection ___________________________________

Other (explain)_____________________________________________________________________________________________________

What medications are being taken?______________________________________ Date of last tetanus immunization____________________

Please have your child alert teachers before camp if they have medication that has to be taken during camp hours. All medications will be held by the teachers during camp hours. 

Hospitalized for serious illness, surgery, or injury____________________________________________________________________________ 

Does the student need antibiotic therapy prior to dental treatment? (list)___________________________________________________________

Please list any additional information which may be needed by an emergency health care provider: _____________________________________ 

____________________________________________________________________________________________________________________

NOTE:  Parents are responsible for informing the PEEC about any changes in this information throughout their child’s participation in PEEC-sponsored activities.

Health Insurance Company___________________________________________________ID#_______________________________________

Doctor______________________________ Phone_______________ Dentist______________________________ Phone__________________

Signature of Parent/Guardian___________________________________________________________________  Date_____________________
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