
Cincinnoti Public Schools
g Emergeneyr Medical Authorization Form

Plense fill out the form below qndreturn it io your school for their records.

Name I D # Hmrm Birth Date

School Year

Student Name

Address Teiephone (

Ciry-

Apt.

State

Arrpog- ToeEblepaEntiandEuardiam.toauthorize.theprovb. ionofmsgencytreahentforctr i ldrenwtpbcomeiUorinjwdwhi leundqschml
aumoilfy, wnen Paren6 or gutrorans camot m whecl.

Residential Parent or Guardian

Mother's Name Da5rtime Phone

Daytime Phone

Daytime Phone

Father's Name

Name of Relative or Childcare Provider

Relationship Daytime Phone

Address

n6t
Other's Name

zip

PART ft TO GNATT BOf,S[ilT

PART I or ll MUST BE COi|PLETED

I hereby give @nsnt for the following m€di€l @re prctldes ad lGl hGpttal to be eliedr

Physician Phone ( )

Dentlst Phone ( )

Medical Spectalist Phone ( )

Local Hospital EmergencyRoom Phone ( )

ln the event reasonable attemPts to contact me have ben unsuccesful, I hereby give rrry coffint for (l) the adminismrion of anv rreatment
deemed nmssarl 'by above-named doctoF. or, in the rymt the designated prefered pEctit ioner is nor awilable, bv mother l icen*d ph]Ticlan tr dentist;
and {2) tlre rarsfo of my child to my hospital rercnab};r acesible.

This authoriadon dm not corer major sugtry mles the medkal opinioro of uo othq liensd phlsiciaro or dmtists, conarring in the neesity
for such surgeqy, are obtalred prior to tire perfomme of such surgery.

lactt cmccrrrbg my ehild's rncdlcel btstory, trrluding allcrglcl mcdlcallon: bclng trkcn, and any phyrlel lmpairmatr to
whlch a phydclan rhould bc alrtcd:

Date Slgnature of ParenVGuardian

Address

PART lk REflttAL TO GnAtT OOilSEllT I do NoT give my coffint for emergency medial treatrnent of my chtld. In the went of illrress or
inju-ry r€quiring €mergency treatment, I wish tbe sbool to take the following action:

Date Signature of ParenVGuatdian

Address

zip

zip


