EMERGENCY MEDICAL AUTHORIZATION
INSTRUMENTAL MUSIC DEPARTMENT, MINERVA LOCAL SCHOOLS
In case of an accident or illness, ___________________________________________________________







(student’s name, first and last)

has my/our permission to receive emergency care or treatment as deemed necessary.







___________________________________________







(signature of parent or guardian)







___________________________________________







(area code/ home phone number)







___________________________________________







(area code/work phone number)

Students Social Security No. ________ - ______ - ____________ Birthdate__________________________

Health Insurance Co. ____________________________________________________________________

ID/ Policy No._______________________________________ Benefit No.___________________________

Name and address of person responsible for payment of emergency care or treatment:_________________

______________________________________________________________________________________

______________________________________________________________________________________

Date student received last tetanus shot_______________________________________________________

Permission to receive Tylenol/Advil/Motrin: yes________  no _________

Medications student is presently taking: ______________________________________________________

______________________________________________________________________________________

List medications to which student is allergic: __________________________________________________

______________________________________________________________________________________

List student’s health problems: _____________________________________________________________

______________________________________________________________________________________

Family Doctor: ____________________________________________ Phone: _______________________

Family Dentist: ____________________________________________ Phone: _______________________

Preferred Hospital: _________________________________________ or any reasonably accessible
