
FIRSr ArD A¡{D EMERGEuçY }/tEDrcAL CARE

CONSENT FORM

Date of Birth

Chitd'sN aßre

a¡e trained in the basics of first aid to give my child first aid

1 authorize staff at Phalen Leadership Academy 48 who

whes approPriate

I r:nderstand that every
However, if I cannot
efforl will be made to contact me in the event of an emergency feqli1r1119 medical

attention for mY chi1d.
be reached, I herebY authorize the Program to transport ÍrY

andto securenecessary medical

to the nearest medical facilrtY and/or to
chiid
treatment for mY child'

Child's PhYsicianName
Address:
Phone Number:

EMERGENCY CONTACTS (in order to be contacted)

Address
Name

Phone #:
RelationshiP to Child:

Do you give permission for child to be released to this person?

Address:
Name:

Phone #:

Relationshi.P to Child:

Do you give permission for child to be released to this person?

Address
Name

Phone #:

RelationshiP to child:

Do You give Permlssron for chiid to be released io this person?

Health Insurance Coverage
Phone(worþ

Parent(s) Name

Parent(s) N

Yes.- No..---.-.-

Yes- No.-.--

Yes-- No..--

Parent/Gu ardian Signature
Date
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