
EMERGENCY MEDICAL AUTHORIZATION 
2024-2025

____________________________________________________________________________________________
Student Legal Name (Last-First-Middle) Birthdate
____________________________________________________________________________________________
Address City Zip School District
____________________________________________________________________________________________
Grade Home Room Teacher Email address

Primary Contact Mother/Guardian Father/Guardian
Name _____________________________ ______________________________
Place of Employment ______________________________ ______________________________
Cell # ______________________________ ______________________________
Home # ______________________________ ______________________________
Work # ______________________________ ______________________________

Authorized persons to assume responsibility for school dismissal and provisions of care when a parent/guardian cannot be
reached:
1.______________________________________________   Phone_________________   Relationship___________________
2.______________________________________________   Phone_________________   Relationship___________________

Insurance: □ Private – Name _______________________  □ Medicaid/Medicare – Name _______________________  □ None

PART I OR PART II MUST BE COMPLETED

***********************************************************************************************************************
IMPORTANT NOTE:

STUDENTS WILL NOT BE ALLOWED TO ATTEND CLASS UNTIL ALL FORMS ARE COMPLETED, SIGNED, AND
RETURNED TO THE SCHOOL OFFICE. ADDITIONALLY, IMMUNIZATION RECORDS MUST BE ON FILE PRIOR
TO THE FIRST DAY OF SCHOOL.
***********************************************************************************************************************

COMPLETE BOTH SIDES



Health History (Parent Fills Out)

Student’s Name Sex

□ Male □  Female

Date of birth

/ /

Student Health Conditions

DOES YOUR CHILD HAVE ANY LIFE THREATENING ALLERGIES? □  YES     □  NO

(If yes, please list and describe symptoms.) __________________________________________________________________________________

DOES YOUR CHILD USE AN EPI-PEN?     □  YES     □ NO

Please list any prescription medication that your child takes on a regular basis.

Medication and dose Time Reason

********************************************************************************************************************
MEDICATION ADMINISTRATION

MEDICATION WILL NOT BE ADMINISTERED AT SCHOOL UNLESS FORM A AND FORM B HAVE BEEN
SIGNED AND DATED BY THE PROVIDER AND PARENT.
********************************************************************************************************************
I release and agree to hold the East Dayton Christian School Board, its officials, and its employees harmless from any and
all liability foreseeable and unforeseeable for damages or injury resulting directly or indirectly from this authorization.

Signature of Parent/Guardian: _________________________________________   Date: ____________________


