AUTHORIZATION OF MEDICAL TREATMENT

In the event of an emergency, please indicate where you and authorized persons can be reached.

Father’s name ________________________________ Phone # _______________
Mother’s name ________________________________ Phone # ______________
Another Authorized Person ___________________________________________
			    Phone # __________________________________________
Should the need arise:
I, __________________________________________ hereby give permission to 
The Staff at Our Savior Lutheran Preschool
To obtain medical or surgical care from a health care facility, physician, or dentist for my child whose full name is:
___________________________________________________________________
And date of birth is: __________________________________________________
It is understood that a conscientious effort will be made to locate me before any action will be taken.  If this is not possible treatment as deemed necessary by the physician/dentist may be taken.  I further consent to transportation of the above-named child to the nearest medical facility.


Signature of Parent/Guardian						Date

