DEFIANCE HIGH SCHOOL ATHLETIC DEPARTMENT
EMERGENCY MEDICAL AUTHORIZATION

¢

Studen! Nome (FUE Name)

Biihdate
School Attencing |
PURPOSE: Tommnmmm'ﬁmmmofmmrmm
who become B of Iftred while under schoadl authortty ond the parents or guardians connot berecched,
COMPLETE ETHER PART | OR PART Il (ON THE BACK) '

PART 1
TO GRANT CONS$ENT

Porents' or Gucrdicrs' full names and address ‘Porenfs‘é‘rgucrﬁm'pbceof«rpbymnt ]

Prone number fo be reached

Altemate phione number fo be recched.,
mmwmmnm
 Prefeed dlentiet and phone number
Prefamed hospital

w.mmmm.awwmmnroMuwm&m

Biood type { If known)

INSURANCE

Name: of company and addrass

in the event recaonctie attempts to contact me at the phons numbens lsted below have been
unsuccesshul, | hereby give my corent for: (1) the administration of ony treaiment deeimed - necesscry by
¥ preferred physician or dentist, o, In the event the designated preferred pracittioner is not avcliabia, by
another kcersed physician o dentist; and (2) the franster of the child to my prefered hospitd or any
noepitat recsoncbly accessble. This authorzation does not cover any maior surgery Uniess the medical
opinions of two cihee icersed physicions of dentists ore obiained pxior to the performance of such surgery.

Sigaiure of porent o uardian and date




DO NOT COMPLETE PART I IF YOU COMPLETED PARY |
PART Il REFUSAL TO CONSENT

Idg_m_glvenwcomnrforemergencymdcct tfraatment of my child. in ﬂweevent-ofWo:
mmmwmmmmwmwwmmmammﬂmqm ‘

Parents of éuc:rdicxm' full narmeas and odcress

Phone number to ba reached

Ntamtephomntmbertéberecched

-muedmagadmaﬂdata




