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WARREN COUNTY CAREER CENTER

EMERGENCY MEDICAL AUTHORIZATION AND CAREER CAMP REGISTRATION

Section I – Patient Information
___________________________________________

_________________________________________________
Student First Name                  


Student Last Name

___________________________________________

(_____)________-_______________
_____/_____/_____

Street Address



Phone Number

Date of Birth

____________________________________________
_____________________

________________
City




State


Zip

PURPOSE: To enable parents and guardians to authorize the provision of emergency treatment for children who become ill or injured while under school authority, when parents or guardians cannot be reached.

Custodial Parent or Guardian Information:
___________________________________________

(_____)_______________-_________________________
Mother’s Name



Mother’s Daytime Phone Number
___________________________________________

(_____)_______________-_________________________

Father’s Name



Father’s Daytime Phone Number
___________________________________________

(_____)_______________-_________________________

Guardian’s Name



Guardian’s Daytime Phone Number
___________________________________________
Home Number (If different than others listed)
Name of a relative that may be contacted in an illness or emergency if above cannot be reached.

____________________________________________
_______________________________________________

Name




Relationship to child or student
____________________________________________
(_____)________________-________________________ 
Street Address



Phone Number
____________________________________________
_______________________
______________
City




State


Zip
MEDICAL QUESTIONNAIRE
	LIST ALL MEDICAL CONDITIONS:
	LIST ALL MEDICINE ALLERGIES:

	
	

	
	

	
	

	
	


	LIST ALL MEDICINES TAKEN ON A DAILY BASIS:
	LIST ANY FOOD OR ENVIRONMENTAL ALLERGIES:

	
	

	
	

	
	

	
	


Does this student have a hearing or vision problem?___________________________________________________________

Date of most recent Tetanus (lockjaw) immunization ___________________________________________________________
(We request that Tetanus immunization be current)

I give my consent to share this information with the school staff as needed.



___________________ Yes

_________________ No


Section II – School District
Section III – Grant/Refusal To Consent

PART I OR II MUST BE COMPLETED
PART I TO GRANT CONSENT

I hereby grant consent for the following medical care providers and local hospital to be called.

_______________________________
_________________________________________
(_____)_________-_____________

Doctor’s Name

Address



Phone Number

_______________________________
_________________________________________
(_____)__________-____________

Dentist’s Name

Address



Phone Number

______________________________
_________________________________________
(_____)__________-____________

Medical Specialist

Address



Phone Number

In the event reasonable attempts to contact me have been unsuccessful, I hereby give my consent for (1) the administration of any treatment deemed necessary by above-named doctor or the event the designated preferred practitioner is not available, by another licensed physician or dentist, and (2) the transfer of the child to any hospital reasonably accessible.

This authorization does not cover major surgery unless the medical opinions of two other licensed physicians or dentists, concurring in the necessity for such surgery, are obtained prior to the performance of such surgery.

Please list any medical concerns that school personnel should be aware of pertaining to academics or lab:
________________________________________________________________________________________________________

________________________________________________________________________________________________________

__________________
___________________________________________________________________________________

Date

Signature of Parent/Guardian



___________________________________________________________________________________


Address
--------------------------------------------------------------------------------------------------------------------------------------------------------

PART II REFUSAL TO CONSENT

PLEASE DO NOT COMPLETE IF YOU COMPLETED PART I

I do NOT give my consent for emergency medical treatment of my child.  In the event of illness or injury requiring emergency treatment, I wish the school authorities to take the following action:

________________________________________________________________________________________________________

________________________________________________________________________________________________________

__________________
___________________________________________________________________________________

Date

Signature of Parent/Guardian





___________________________________________________________________________________



Address

Contact Info:


Yvonne Kaszubowski , Career Development Coordinator


Warren County Career Center


Phone:		513-932-5677 Ext. 5269   OR


E-mail		Yvonne.Kaszubowski@mywccc.org








Please check your child’s district:





____  Franklin			____  Kings





____  Lebanon			____  Little Miami





____  Springboro 			____  Waynesville





Permission to Participate


Parent/Guardian Signature   X__________________________________________________________________________________________________


**Important:  Pictures will be taken during camp activities.  We need permission to use pictures of your child in newspaper or web page information/publicity.  Because of the number of kids attending High Tech Career Camp, we are unable to accommodate attendance if you do not allow pictures to be taken.  Pictures will be used for promotion of camp.












