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Please complete the following and return by

EMERGENCY MEDICAL AUTHORIZATION

The purpose of the form is to make it possible for parents and guardians who wish 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 for the purpose of
giving consent for such treatment when all reasonable attempts to reach parents or guardians have failed. You can authorize such
emergency medical treatment for your child by completing this form.*

PART I

15 of am the

(Your Name) (Your Address) (Father, Mother, Legal Guardian)
of , a minor, of who attends school at

(Name of Child) (Child’s Address)
5 . I hereby give my consent, in the event that all
(Name of School) (Address of School)
reasonable attempt to contact me at have been unsuccessful, for: 1) the administration of any treatment deemed
(Phone Number)
necessary by Dr. or Dr. . or in the event that
(Preferred Physician) (Preferred Dentist)

the appropriate preferred practitioner is not available, by another licensed physician or dentist and 2) the transfer of the child to

or any hospital reasonable accessible.

(Preferred Hospital)

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.

The following information is needed by any hospital or practitioner not having access to the child’s medical history:

Allergies:

Medication being taken:

Date of last tetanus shot:

o As stated in Section 3313.712 of Ohio Law; this section also requires that this form, which is a facsimile of the form included in
Section 3313.712 be used.
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