Medical Consent for Treatment
Last Name:_______________First Name:______________ 

Birthday___/___/___             Male  /  Female

Emergency Phones #________________/_______________
Medical Insurance Information
Insurance Provider__________________________________

ID #__________________________

Physician: ___________________________Phone: ____________

Dentist: _____________________________Phone: _____________

Pertinent Medical Information: (allergies, medication, limitations etc.)

I hereby give my permission for the administration of any treatment deemed necessary by any licensed physician or dentist, and the transfer of this child to the nearest medical facility. This authorization does not cover surgery unless required to save a life.

Parent or Guardian Signature______________________
Date:__________________
