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 I give my permission to the U.C.C. Greenawalds Nursery School Staff to make whatever emergency measures as judged necessary for the care and protection of my child while under the supervision of the program.  

In case of medical emergency, I understand that my child will be transported to _____________________________ by the local emergency unit for treatment, at my expense, if the local emergency resource (police, rescue squad) deems it necessary. 

I hereby authorize the program to act on my behalf in case of emergency. 



PARENT SIGNATURE_______________________________________ DATE __________________________


