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Emergency Medical Authorization
Name of Child  _______________________________________________________  Birth date  _____________________

Name of Parent(s) or Guardian  ________________________________________________________________________

Home Address  ________________________________________________________  Telephone #  _________________

Mother’s Place of Employment  ____________________________________________  Telephone #  _________________

Address  ______________________________________________________________  Cell #  ______________________

Father’s Place of Employment  ____________________________________________  Telephone #  _________________

Address  ______________________________________________________________  Cell #  ______________________

The Parent(s)/guardian authorizes Good Shepherd Lutheran Child Development Center to obtain immediate medical care and consents to the hospitalization of, the performance of necessary diagnostic test upon, the use of surgery on, and/or the administration of drugs to, his/her child or word if an emergency occurs when he/she cannot be located immediately.  It is also understood that this agreement covers only those situations which are true emergencies and only when he/she cannot be reached.  Otherwise, he/she expects to be notified immediately

1.  I/we will be responsible for payment of medical care expenses.  ________________________________________

2. Medical treatment costs are covered by:

a.  Private Insurance (name & policy no.)  _________________________________________________________

b. Medicaid Coverage No.  

   _________________________________________________________

c. Other medical insurance:

Name of Insurance Company
  __________________________________________________________

Policy No.


  __________________________________________________________

d.  No insurance  _________________

Name  of family physician or pediatrician:  ___________________________________  Telephone #  _________________

Allergies  __________________________________________________________________________________________

Please list other important medical information  ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Emergency Medical Authorization
Agreements

1.  Good Shepherd Lutheran Child Development Center agrees to notify the parent(s)/guardian(s) whenever the child becomes ill and the parent(s)/guardian(s) will arrange to have the child picked up as soon as possible if so requested by the center.

2. The parent(s)/guardian(s) authorize Good Shepherd Lutheran Child Development Center to obtain immediate medical care if any emergency occurs when the parent(s)/guardian(s) cannot be located immediately.

3. The parent(s)/guardian(s) agree to inform the center within 24 hours or the next business day after his child or any member of the immediate household has developed a reportable communicable disease, as defined by the State Board of Health, except for life threatening diseases, which must be reported immediately.

Signatures

___________________________________________________________________________  ___________________

Parent(s) or Guardian(s)








            Date

___________________________________________________________________________  ___________________

Director of Good Shepherd Lutheran Child Development Center  



            Date

