	Twin Valley Community Local School District
	Emergency Medical Authorization



School Year: 
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.





  FORMCHECKBOX 
CHECK IF INFORMATION CHANGED FROM LAST YEAR
	Student Name:
	     
	
	     
	
	     

	
	Last
	
	First 
	
	Middle


	Address:
	     
	
	Grade:
	     
	 FORMCHECKBOX 
Bus #:
	     
	 FORMCHECKBOX 
Car Rider
	 FORMCHECKBOX 
Walker
	

	
	     
	
	Birth Date:
	      
	

	Phone:
	     
	Cell Phone:
	     
	
	Teacher (GR. K-6 only)
	     
	

	Student Lives with:
	     
	
	Date Entered (New Student only)
	     
	

	Parent Contact Email:
	     
	
	Additional Email:
	     
	

	
	
	
	
	
	
	


	Residential Parent or Guardian Contact Information:

	Mother’s name:
	     
	Phone:
	     
	
	
	List all Brothers & Sisters (whether in school or not)

	Place of Employment:
	     
	Phone:
	     
	
	
	     
	Grade:
	     
	

	Father’s name:
	     
	Phone:
	     
	
	
	     
	Grade:
	     
	

	Place of Employment:
	     
	Phone:
	     
	
	
	     
	Grade:
	     
	

	Other:
	     
	Phone:
	     
	
	
	     
	Grade:
	     
	

	Relationship:
	     
	
	
	     
	Grade:
	     
	

	
	


	Please list two additional contacts in case of an emergency:

	Name:
	     
	Phone:
	     
	
	Name:
	     
	Phone:
	     
	

	Relationship:
	     
	
	Relationship:
	     
	

	
	


	Name of Relative or Childcare Provider:

	Name:
	     
	Phone:
	     
	Address:
	     
	

	Relationship:
	     
	
	     
	

	


	Part I or II must be completed


	Part I – To Grant Consent

	I hereby give consent for the following medical care providers and local hospitals to be called.

	Doctor:
	     
	Phone:
	     
	

	Dentist:
	     
	Phone:
	     
	

	Medical Specialist:
	     
	Phone:
	     
	

	Hospital:
	     
	Phone:
	     
	

	Emergency Room :
	     
	Phone:
	     
	

	


I further authorize treatment by licensed medical personnel responding on behalf of an ambulance service or emergency medical squad.  In the event reasonable attempts to contact me have been unsuccessful, I hereby give my consent for (1) the administration of any treatment deemed necessary by above named doctor, or, in the event the designated practitioner is not available, by another licensed physician or dentist, or by licensed medical personnel responding on behalf of an ambulance service or emergency squad; and (2) the transfer of the 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.

Please complete other side of this form concerning the child’s medical history including allergies, medications being taken, and any physical impairment to which a physician should be alerted.
	Parent Signature:
	
	Date:
	     


	

	Part II – Refusal to Consent

	I DO NOT give my consent for emergency medical treatment of my child.  In the event of illness or injury requiring emergency treatment, I wish the school authorities to take the following action:



	

	Parent Signature:
	
	Date:
	     


To be completed by parent or guardian
	Student School Health History

	Student Name:
	     
	

	Teacher:
	     
	


	Medical Information

	Allergies:
	     
	

	Medical Allergies:
	     
	

	Medicines being taken:
	     
	

	
	     
	

	Will medicines be taken at school?
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No
	

	Special Instructions:
	     
	

	
	
	

	Medical Conditions within last year:
	     
	

	
	
	

	Hospitalizations & Age When Hospitalized:
	     
	

	
	     
	

	 FORMCHECKBOX 
Contacts
	 FORMCHECKBOX 
Glasses
	To be worn:   FORMCHECKBOX 
All the time     FORMCHECKBOX 
Only for Reading      FORMCHECKBOX 
Other:
	     
	

	 FORMCHECKBOX 
Dental Work:
	     
	

	
	
	


	Additional Information

	Do you have any concern about how your child gets along with other children? 
	     
	

	
	     
	

	
	     
	

	
	
	


	Are you aware of any situations or family changes that have occurred, that could affect your child’s behavior or emotional health, that you would like the school to be aware of? 
  FORMCHECKBOX 
No     FORMCHECKBOX 
Yes     If yes, briefly explain:

	
	     
	

	
	     
	

	
	     
	

	
	     
	

	
	
	


	Completed by

	Signature:
	
	Date:
	     

	Relationship to the child:
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                           PLEASE RETURN COMPLETED FORM TO OFFICE IMMEDIATELY.                          4/25/2016 

