-

EMERGENCY MEDICAL AUTHORIZATION (O.R.C. 3313 712)
. PARMA CITY SCHOOL ms'rmc'r .

- Student's Name . ‘Soc. Sec. No..
: CLast. First - Inital - o

e e o [ e - - g e S
Address _ : Phone
School Attended ___ , ' I
- PURPOSE: Tomﬂepumhmdmcﬁmhmmoﬂuﬂwpmhhnofmrgmymmmforchﬂdrmwm
beeomemoriq;uredwhi!enndeuchoolwmnrny whmpamuorsuardhmcannmbereached

RESIDENTIAL PARENT or GUARDIAN N
Motber's Name ____ _ _ o DiwtmePiome _______ Cell Phone __
Pathet's Nume L . B _' Daytime Phone ___ = Cel! Phone
Other's Name BRI ___ Daytime Phone - Celt Phone
Name of Relative o Childcare Provider Relationship ‘

Address : Dagtime e Cell Phone

PART Ior PART I (MUST Be COMPLETED)

PART I TO GRANT CONSENT .
Ikmby;incmmtfortkjbﬂawhum&mtcmmﬂdmmwmmmhm

Dentist ' _ ' . Phone __
Medical Spechlilt RN , o

: mmeevmnm-uuﬂemmmmhmbeenmmﬁn[herebyglvemycomentfor(l)theadminimmon
of any treatment deemed necessary by above-named doctor,: or, in the event the designated preferred practitioner s not
available, by another licensed physician or dentist; and (2) the transfer of the child to-any hospital reasonably accessible.
This authorization does not cover major surgery ualess 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.
cmuconcenﬁngmechﬂd:medicdhhtoryincltﬂingalhrgiu medication. being taken, and any physical-impairments to
whichaphysipian!honldbenlerted :

Date e Signature of Parent/Guardian
' ~ Address '

PART II - REFUSAL TO CONSENT
ldo NOTgm MY CONSENE JOr emergency treatment of my child, In the évent of illness or infury requiring emergency
m:m,l mmazammmmmmmam ‘

Date __ Signature of Parent/Guardign

B STUDENT ACCIDENT msmANCE (Placeymmmmlsonﬂmlmcnmmyourchowe) |

complete a separate insurance appllutbn fom anl mbnlt lt m pqwnnuo tlw hmlmlcc compcny. :
!doNOTmntsmdmtmadmhuunmr ' PPO7-19




