EMERGENCY MEDICAL TREATMENT AUTHORIZATION
As parent or guardian of the following children: 

Name: ___________________________Age: _____________

Name: ___________________________Age: _____________

Name: ___________________________Age: _____________

Name: ___________________________Age: _____________

I hereby authorize: 

Name of Caregiver _________________________________________________

Address:  ________________________________________________________

Phone:    __________________

To obtain medical treatment for the children named above when necessary.

________________________________________________________________

Signature                                  Date                               relationship to children

Insurance Information:

​​​​​​

