
 
 
 
 
 

Emergency Medical Authorization 
 
Should ,     

Child’s Name Date of Birth 
suffer an injury or illness while in the care of   

Facility Name 

and the facility is unable to contact me (us) immediately, facility shall be authorized to secure such 
medical attention and care for the child as may be necessary. I (We) shall assume responsibility for 
payment for services. 

Parent/Guardian:    
Signature 

Date:        _______________________________________________________________________ 
 
Facility Administrator/Person-In-Charge    

Signature 
Date:          _______________________________________________________________________ 
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