School To Work Program

  Student Emergency Medical Treatment Authorization

Name of Student___________________________________________________

Known Allergies or existing medical conditions: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Student’s Physician: _______________________________________________________

Phone: (       ) _________________________________

In the event that my son/daughter should require emergency medical treatment while at the worksite, I hereby authorize qualified medical personnel to administer such necessary emergency treatment.

Signature of person authorizing medical treatment:

________________________________________________________________________


Signature






Date

Relationship to Student: ____________________________________________________

Phone (     ) ___________________


(     ) ____________________


                  Home






Work

