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Authorization For Emergency Medical Treatment
Child's Name  _____________________________________ Child's Birthdate  ______________  Male or Female
Address  __________________________________________ City & Zip Code _______________________________
Parent's Name  ______________________________  

Work Phone _________________________________  
Cell Phone ___________________________________
Parent's Name  ______________________________  

Work Phone _________________________________  
Cell Phone ___________________________________

List all Allergies  _________________________________________________________________________________

List any Medications Currently Taken  _____________________________________________________________

Date of Last Tetanus Inoculation  __________________

I/We being the parent(s)/legal guardian(s) of the above named minor, do hereby appoint:

Name  Victory Child Care, Inc. Staff
Address   Leo O'Brien Federal Building - One Clinton Plaza
City & Zip Code   Albany, New York  12207
Phone   518-431-4338
Name  _______________________________________________

Address  _____________________________________________

City & Zip Code  ______________________________________

Phone  _________________   Work Phone  ________________

To act on my/our behalf in authorizing emergency medical, dental, or surgical care and hospitalization for the above named minor during the period of my absence of if I cannot be reached.

This documentation shall be presented to a physician, dentist, or appropriate hospital representative if an emergency medical, dental, or surgical care of if hospitalization is required.

Signature of Parent/Guardian  _______________________________________  Date  _______________________

Signature of Parent/Guardian  _______________________________________  Date  _______________________

