authorization for emergency medical treatment- minor

I.
MEDICAL INFORMATION 

a.  Name of Minor  













(last, first, middle)

b.  Name of Parent/Guardian  












  (last, first, middle)


     Telephone Number:  Day  (        )

           Night   (        )
             


c.  Minor’s Allergies  










d.  Minor’s Current Medications  








e.  Minor’s Special Health Needs  







II.  
EMERGENCY MEDICAL AUTHORIZATION 


I do hereby authorize First State Robotics, Inc. and its agents or representatives to consent, on my behalf, to any medical/hospital care or treatment to be rendered to him or her upon the advice of any licensed physician. I agree to be responsible for all necessary expenses incurred by any hospitalization or treatment rendered pursuant to this authorization. 
III. 
MEDICATIONS 

I give First State Robotics, Inc, and its agents or representatives permission to administer the following medication to my child or legal ward according to the following instructions of her medical provider:

	Medical Condition
	Name of Medication
	Dosage
	When and how often dose is administered
	Special Storage Requirements

(i.e. refrigeration)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


I give First State Robotics, Inc, and its agents or representatives permission to administer the following nonprescription medication to my child or legal ward as needed according to package instructions: (check boxes)
(
Ibuprofen
(
Acetaminophen
(
Other (please specify) ____________________


This document is effective through then end of the team year ending June 1. 





    
                            
 Date 



  


(Signature of Parent or Guardian) 


