AP VAULTING INC – MEDICAL TREATMENT CONSENT FORM 

Vaulters Name: ______________________________________________		Date of Birth: _____________________
Address: __________________________________________________________________________________________
Vaulters Email: ____________________________________________	Vaulters Phone: _________________________
Fathers Name: _____________________________________________	Phone: ________________________________
Fathers Address if Different From Above: ________________________________________________________________
Fathers Email: ______________________________________________
Mothers Name: _____________________________________________	Phone: _________________________________	
Mothers Address if Different From Above: _________________________________________________________________
Mothers Email: _____________________________________________
IF PARENTS ARE NOT AVAILABLE IN AN EMERGENCY, CONTACT:
Name:____________________________________________________	Phone: _________________________________
Address: ___________________________________________________________________________________________
Relationship to Vaulter: _______________________________________________________________________________
Vaulters Physician/Family Physician: _______________________________	Phone: __________________________
Physician Address: __________________________________________________________________________________
Allergies/Medical Conditions/Medications We Need to Be Aware Of (such as asthma, epi pen, inhaler): ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Insurance Company: _____________________________________________	Policy #: _________________________
Insurance Address: ___________________________________________________	Group #: __________________
Insurance Phone: ___________________________________________	Responsible Party: _______________________
Medical Treatment Consent 
Dear Parents or Guardian: This card should be presented to the attending physician if your child is in need of medical treatment during your absence. Have each of your minor children (through age 18) carry a card with them and have it available when you are absent. This card will prevent delay of treatment for your child because of lack of proper authorization. Individual hospitals or physician offices may require additional authorization. I hereby authorize the treatment, administration of anesthesia and surgical treatment(s) for my minor child: ______________________________________________________  in the event of a medical situation occurring during my absence or when the hospital or physician(s) are unable to contact me. This authorization extends to any hospital or physician office and nursing personnel within the hospitals or physician office, medical authorities and physicians for performing medical procedures acting on the authority of this medical treatment consent form which are deemed necessary to my minor child.
___________________________________________________________		________________________________
Signature of Parent or Legal Guardian						Date
