EMERGENCY TREATMENT CONSENT FORM –SLUH 2015 SEASON – PLEASE PRINT CLEARLY
STUDENT-LAST NAME, FIRST NAME
            ADDRESS


              HOME PHONE #

FAMILY DOCTOR


            ADDRESS



        PHONE #

__________________________________________________________
FATHER’S NAME

EMPLOYER

ADDRESS


         PHONE #





________________________________________





CELL #




HOME # (if different than student)

__________________________________________________________

MOTHER’S NAME

EMPLOYER

ADDRESS


         PHONE #





________________________________________





CELL #




HOME # (if different than student)

Please list any allergies/pre-existing conditions that you want emergency personnel to be aware of:______________

____________________________________________________________________________________________

In case emergency treatment is needed for your son, he will be taken to St. Mary’s Hospital or the nearest hospital to where the injury takes place UNLESS a specific hospital has been indicated.________________________________

__________________________________________________________

INSURANCE HEALTH PLAN

           GROUP ID



MEMBER ID

I hereby give permission to a physician to administer emergency treatment to the above named student.

___________________________________________
__
___________________________________________

FATHER’S SIGNATURE


DATE

MOTHER’S SIGNATURE

DATE

Mail form to:

Jorie O’Malley

522 Oaks Ct.

Webster Groves, MO 63119
