Licking Valley Local School District
Adult Emergency Medical Authorization

This form is for the Adults going on the Eighth Grade Trip
Purpose:  To authorize the provision of emergency medial treatment for the signed person in the event that they become ill or injured while involved with the school function and trip if closest relative can not be contacted.

Name:






 Birth Date:


 Age:




Home Address:













City/State/Zip:






 Date of last Tetanus:



List the names of those who you wish contacted in the event of an emergency.

Name:




Home #


Work#


Cell#





Name:




Home #


Work#


Cell#





Complete only one of the following:  I. Consent for Treatment   OR   II. Refusal to Consent

I. Consent for Treatment:





II. Refusal To Consent:
I hereby give consent for the following medical care



I do NOT give my consent for emergency
Providers and local hospital to be called:




medical treatment. In the event of illness or









Injury requiring emergency treatment, I wish the

Primary Physician:






authorities present to take the following action:
Office #















Primary Dentist:














Office #















Medical Specialist:













Office #















Primary Hospital:














Hospital #







Name:















Address:






Any additional Information:





















Signature:









Date:






In the event reasonable attempts have been made to contact the closest relative have been unsuccessful, I hereby give my consent for (1) the administration of any treatment deemed necessary by the primary doctor indicated, or, in the event the designated primary practitioner is not available, by another licensed physician or dentist; and (2) the transfer 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.

Medical History: Please state any facts concerning your medical history including allergies, medications being taken, and any physical impairment of which a physician and/or school personnel should be alerted:



















































Signature:








Date:





