
OHIO MUSIC EDUCATION ASSOCIATION

Emergency Med ica I Autho rization
: To enable parents and guardians to authorize the provision ofemergency treatment for chil&en who become ill or injured

while under OMEA authority, when parents or guardians cannot be reached'

Student Name

Address

School Attending

Birth Date- Sex M F Grade

Handicap or Disability

Please describe any special needs:

Residential Parent or Guardian

Mother DaY Ph # Ceil #

Email

Father Day Ph # Cell #

Email

Other Name Day Ph #

Name of Relative or Childcare Provider

Address Phone #

r r.:[::nship

Doctor Phone #

Dentist Phone #

Medical Specialist Phone #

Hospital ,. Phone #

Part l-To Grant Consent
In the event reasonablc attempts to contact me havc bcen unsuccessfirl, I hereby givc my consent for: (1) the administration ofany trcatment

dcemed necessary by the dcsignated phpician or dentist, or in thc wcnt the designated practitioner is not awailable, by anothcr licensed phpi-

cian or dentis6 and (2) the transfer ofthe child to thc designated hospital or any hospital reasonbly accessible.

This authorization does not cover major nugery unless thc medical opinion of two other liccnsed phpicians or dentists, concurring in the neces-

sity for such surgery are obtained prior to the performance ofsuch surgery.

Facts concerning the childt mcdical history induding allergics, mcdications being taken, and any phpical impairments to which a physician

should be alerted:

Date Parent or Guardian Signature

Address

Part ll-Refusal to Consent
I do not givc my consent for emergency medical ueatmcnt ofmy child. In thc ercnt of illness or injwy rcquiring emcrgcncy treatment, I wish

the OMEA authorities to tak€ no action or to:

Parent or Guardian SignatureDate

Address


