	Portable Emergency Consent
Child’s complete name _______________________________________________________________
Child’s complete date of birth (mm/dd/yy) ____________________________________________
Parent’s full name_____________________________________________________________________
Emergency Contact Number __________________________________________________________
Parent’s full name_____________________________________________________________________
Emergency Contact Number __________________________________________________________
Child’s Physician’s Name and phone number___________________________________________
Child’s Dentist Name and phone number______________________________________________
Preferred Hospital _____________________________________________________________________
Date of last Physical exam _____________________________________________________________
Current Medications, dosage and frequency ______________________________________________________________________________________
Allergies ________________________________________________________________________________
Reaction ______________________________________________________________________________
Treatment _____________________________________________________________________________
Special Health Concerns _________________________________________________________________________________________
Insurance Company Name ____________________________________________________________
Policy Number ________________________________________________________________________
Policy Holder Name ___________________________________________________________________
Employer Name ______________________________________________________________________
Insurance Company Name ____________________________________________________________
Policy Number ________________________________________________________________________
Policy Holder Name ___________________________________________________________________
Employer Name ______________________________________________________________________
*Children with allergies are required to have a completed and signed Report of Food Allergy from their Healthcare Provider. For all other medical conditions a Health Care Plan is required completed and signed by your health care provider. Parents must supply their child’s snacks when allergies exist.
I hereby give my permission for my child to be given emergency treatment by a qualified staff member of Eyas Global Montessori School. In the event I cannot be contacted, I further consent to the medical, surgical and hospital, or 911 emergency personnel when deemed immediately necessary by a physician to safeguard my child’s health.
Parent Signature ___________________________________________________________________________________
[bookmark: _GoBack]Date _______________________________________________________________________rev.9/2015

