BRECKSVILLE-BROADVIEW HEIGHTS CITY SCHOOLS

EMERGENCY MEDICAL AUTHORIZATION

Student’s Name: Telephone
Address: Zip

School: Grade: Homeroom:
Birthdate Date of last Tetanus shot

PURPOSE: To enable parents and guardians to authorize the provision of
emergency treatment for children who become ill or injured while under school
authority, when parents or guardians cannot be reached.

Residential Parent or Guardian:

Mother’'s Name Daytime Phone
Cell Phone Pager
Father’'s Name Daytime Phone
Cell Phone Pager

Relative or Childcare Provider

Relationship Address
Daytime Phone City/State/Zip
Cell Phone Pager
History of Child
Allergies (food, medicines, bee stings) Describe the nature of the

allergies (life-threatening)

Name of Daily Medications Times Given

Reason Given

Seizures (Explain)

Ear Infections Right Ear____ Left Ear Hearing Problems
Vision Difficulty - Lenses or Contacts

Diabetes Management

Asthma___ Management

Any Other Health Concérns

Any social/emotional concerns




