Emergency Medical Authorization (Please print)

Student’s Name_______________________________________________________Grade______Birth Date____________

Address_____________________________________________________________________Home Phone ____________

Mother’s or Guardian’s Name___________________________________________________Cell Phone_______________

Where Employed ______________________________________________________Telephone_____________Ext. _____ 

Father’s or Guardian’s Name_____________________________________________________Cell Phone______________

Where Employed ______________________________________________________Telephone_____________Ext. _____

NAME OF LOCAL CONTACTS IF PARENT(S) OR GUARDIAN(S) ARE NOT AVAILABLE:

First Contact’s Name__________________________________________________________Relationship______________
Address___________________________________________________Cell Phone___________Home Phone___________ 
Second Contact’s Name_________________________________________________________Relationship____________

Address_________________________________________________Cell Phone____________Home Phone____________

In case of accident or serious illness, I request the St. Joseph Religious Education office to contact me or my designate. If this cannot be done, I authorize the RE office to call the physician or dentist listed on this form and to follow his/her instructions. If the physician or dentist named cannot be reached, the RE office may seek medical services that seem necessary. I realize the RE office does not assume responsibility for the payment of medical expenses.

Signature of Parent or Guardian_____________________________________________Date_________________(OVER)
__________________________________________________________________________________________
Emergency Medical Authorization (Please print)

Student’s Name_______________________________________________________Grade______Birth Date____________

Address_____________________________________________________________________Home Phone ____________

Mother’s or Guardian’s Name___________________________________________________Cell Phone_______________

Where Employed ______________________________________________________Telephone_____________Ext. _____ 

Father’s or Guardian’s Name_____________________________________________________Cell Phone______________

Where Employed ______________________________________________________Telephone_____________Ext. _____

NAME OF LOCAL CONTACTS IF PARENT(S) OR GUARDIAN(S) ARE NOT AVAILABLE:

First Contact’s Name__________________________________________________________Relationship______________
Address___________________________________________________Cell Phone___________Home Phone___________ 
Second Contact’s Name_________________________________________________________Relationship____________

Address_________________________________________________Cell Phone____________Home Phone____________

In case of accident or serious illness, I request the St. Joseph Religious Education office to contact me or my designate. If this cannot be done, I authorize the RE office to call the physician or dentist listed on this form and to follow his/her instructions. If the physician or dentist named cannot be reached, the RE office may seek medical services that seem necessary. I realize the RE office does not assume responsibility for the payment of medical expenses.

Signature of Parent or Guardian_____________________________________________Date_________________(OVER)
In an event emergency treatment is needed, I give the hospital, its authorized personnel and/or physician permission to treat my son/daughter as necessary.
Signature of Parent or Guardian_____________________________________________Date_______________

Allergies__________________________________________________________________________________

Medical problems___________________________________________________________________________

Taking Medication  Yes_____   No_____

If yes, Type_____________________________________Reason_____________________________________

Physician/clinic____________________________________________________Phone____________________

Dentist ______________________________Phone _______________Hospital Preference_________________

OR
I do NOT give my consent for emergency medical treatment of my child. In the event of illness or injury requiring medical treatment, I wish the Religious Education Office authorities to take no action or to:

__________________________________________________________________________________________

__________________________________________________________________________________________
Signature of Parent or Guardian____________________________________________ Date________________

__________________________________________________________________________________________

In an event emergency treatment is needed, I give the hospital, its authorized personnel and/or physician permission to treat my son/daughter as necessary.

Signature of Parent or Guardian_____________________________________________Date_______________

Allergies__________________________________________________________________________________

Medical problems___________________________________________________________________________

Taking Medication  Yes_____   No_____

If yes, Type_____________________________________Reason_____________________________________

Physician/clinic____________________________________________________Phone____________________

Dentist ______________________________Phone _______________Hospital Preference_________________

OR
I do NOT give my consent for emergency medical treatment of my child. In the event of illness or injury requiring medical treatment, I wish the Religious Education Office authorities to take no action or to:

__________________________________________________________________________________________

__________________________________________________________________________________________
Signature of Parent or Guardian____________________________________________ Date________________

