Imagination Station Montessori

Authorization for Emergency Medical Treatment

Child’s Name: __________________________     Child’s Date of Birth: ___________     Sex: ( M      ( F

Parent/Guardian’s Name: __________________________

Address: _______________________________________________________________

   (Street)



(City)


(State)

(Zip)

Telephone Number: _________________     _________________     _________________



       

         (Home)

      (Cell)

         (Work)

Child’s Physician: __________________________     Physician’s Telephone Number: _________________

Address: _______________________________________________________________




   (Street)



(City)


(State)

(Zip)

Medical Coverage: ( Insurance Company      ( Medicaid

Insurance Company’s Name: __________________________     
Address: _______________________________________________________________

   (Street)



(City)


(State)

(Zip)

Telephone Number: _________________

Policy Number: _______________

Medicaid Number: _______________

Child’s Allergies (If none, please write “NONE”.):  ________________________________________________
I, __________________________, hereby give my consent to Imagination Station Montessori to take my child, __________________________, to Halifax Medical Center, or the closest hospital.
__________________________
__________________________
___________

Parent/Guardian Signature

Print Name



Date

