Chicago Autism Academy
PARENTAL AUTHORIZATION FOR EMERGENCY TREATMENT

STUDENT’S NAME: _______________________________________________________         AGE: __________       

 DATE OF BIRTH: _______________________________   PHONE #: ___________________________________

ADDRESS: ___________________________________________________________________________________

PARENT(S) NAME: ___________________________________________________________________________

MEDICAL INFORMATION
MEDICAL DIAGNOSIS: ________________________________________________________________________

ALLERGIES: _________________________________________________________________________________

CURRENT MEDICATION(S):____________________________________________________________________

MEDICATION(S) CHILD IS ALLERGIC TO: ______________________________________________________

STUDENT’S PRIMARY DOCTOR NAME: ________________________________________________________ 

DOCTOR PHONE: _____________________________________ FAX: __________________________________

CHILD’S INSURANCE COMPANY: _____________________________________________________________

GROUP#: ______________________     IDENTIFICATION#: _________________________________________

POLICY HOLDER: ____________________________________ D.O.B: _________________________________

I (We) state that we are the parent(s) or guardians(s) having legal custody of the above child and
attest that the information above is correct. I (we) authorize the Director or Director’s designee to obtain emergency treatment of my child. I consent to an x-ray examination, anesthetic, medical or surgical diagnosis or treatment and hospital care to be rendered to the minor at a recognized medical facility, under the general or special supervision of a licensed physician or surgeon.

The following steps will be followed in an emergency:
1. The parent/guardian will be contacted immediately
2. We will attempt to contact you through all the emergency persons listed on the child’s emergency contact form
3. If we cannot contact you or your child’s physician we will do any or all of the  following:
a. Call for emergency first aid assistance/transportation
b. Have the child transported to an emergency hospital in the company of a staff member.

Additional Special Instructions/ Comments: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________


PARENT SIGNATURE: __________________________________________   DATE: ______________
EMERGENCY CONTACT PHONE #: ____________________________________________________

STUDENT’S NAME: _______________________________________________________ AGE: __________ 
DATE OF BIRTH: _______________________________ PHONE #: ___________________________________
ADDRESS: ___________________________________________________________________________________
PARENT(S) NAME: ___________________________________________________________________________

INFORMACIÓN MÉDICA
MEDICAL DIAGNOSIS: ________________________________________________________________________
ALLERGIES: _________________________________________________________________________________
CURRENT MEDICATION(S):____________________________________________________________________
ES ALÉRGICO A LOS NIÑO (S) MEDICAMENTO: _________________________________________
NOMBRE DEL MÉDICO PRIMARIO DEL ESTUDIANTE: ________________________________________________________ 
DOCTOR PHONE: _____________________________________ FAX: __________________________________
COMPAÑÍA DE SEGUROS DEL NIÑO: _________________________________________________________
GRUPO #: ______________________ IDENTIFICACIÓN #: _______________________
POLICY HOLDER: ____________________________________ D.O.B: _________________________________

(Nosotros) afirmar que somos los padres o tutores (s) tenga custodia legal del niño arriba y
Doy fe de que la información anterior es correcta. (Podemos) autorizar el Director o el Director designado para obtener tratamiento de emergencia de mi hijo. Doy mi consentimiento para un examen de rayos x, anestesia, diagnóstico médico o quirúrgico o tratamiento y atención hospitalaria a representar al menor en un centro médico reconocido, bajo la supervisión de un médico o cirujano general o especial.

Se seguirán los siguientes pasos en caso de emergencia:
1. Los padres serán contactados inmediatamente
2. Vamos a intentar en contacto con usted a través de todas las personas de emergencias indicadas en el formulario de contacto para emergencias del niño
3. Si nosotros no podemos comunicarnos con usted o el médico de su hijo haremos cualquiera o todos los siguientes:
a. llamar para asistencia de primeros auxilios/transporte
b. Haga que el niño transportado a un hospital de emergencia en compañía de un miembro del personal.


[bookmark: _GoBack]Comentarios:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


FIRMA DEL PADRE: ____________________________ FECHA: ______________

NÚMERO DE TELÉFONO DE CONTACTO DE EMERGENCIA: ______________________________
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