www.thestanthonyschool.com

wSt. Anthon

Sch 001

AUTHORIZATION FOR EMERGENCY MEDICAL CARE

If | cannot be reached to make arrangements for emergency medical care for my child at the time of illness

or accident, | give my permission for The St. Anthony School staff to take my child to the nearest medical

facility for treatment.

Name of Child: Date of Birth:

Name of Physician: Physician Telephone:

Address of Physician:

| give my consent for necessary emergency treatment when my child is in the care of a physician,

hospital or clinic.

Signature of Parent or Guardian: Date:
Telephone: Home: ( )--

Work: ( )--

Cell:  ( )--

2030 Denton Drive « Carrollton, Texas 75006 214.443.1205 office « 972.245.5420 fax



