
EMERGENCY MEDICAL AUTHORIZATION - PINEGATE SWIM TEAM
Last Name _________________________________________

List children’s names and birthdates 	__________________________________
					__________________________________
					__________________________________
					__________________________________

PART I OR II MUST BE COMPLETED

PART I: TO GRANT CONSENT
In the event reasonable attempts to contact me at (phone) ______________________ or            (other parent/guardian) _____________________at (phone) ____________________ have been unsuccessful, I hereby give my consent for: (1) the administration of treatment deemed necessary by (preferred physician) __________________________ at (phone) _______________________
or (preferred dentist) _________________________ at (phone) ________________________, or in the event that preferred practitioner is not available, by another licensed physician or dentist; and (2) the transfer of child to (preferred hospital) or any hospital reasonably accessible. The following are facts concerning my child(ren)’s medical history, including allergies, medications, and physical impairments to which a physician should be alerted:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Parent/Guardian Signature _____________________________________
Date __________________

PART II: REFUSAL TO CONSENT
I do not give my consent for emergency medical treatment of my child(ren). In the event of an emergency, I wish the Pinegate Swim Team to:
(a) Take no action
(b) (describe)____________________________________________________________________________________________________________________________________
Parent/Guardian Signature ______________________________________
Date __________________
