
 

 

 

 

AUTHORIZATION FOR EMERGENCY MEDICAL TREATMENT 

As legal custodian of _____________________________________________, a minor, I hereby 
authorize the principal or his/her designee (agent), into whose care the aforementioned minor 
pupil has been entrusted, to consent to any x-ray, examination, anesthetic, medical or surgical 
diagnosis, treatment, and/or hospital care to be rendered to said minor upon the advice of any 
licensed physician and/or dentist.  

Every effort will be made at the time of the incident by the Copper River School District 
representatives who are present to contact the legal guardians before medical treatment is 
administered.  

I understand that this authorization is given in advance of any required diagnosis, treatment, or 
hospital care and provides authority and power to the aforementioned agent(s) to give specific 
consent to any and all such diagnosis, treatment, or hospital care which licenses physicians or 
dentist may deem necessary.  

This authorization shall remain effective for the full school year unless revoked in writing and 
delivered to said agent(s). I understand the Copper River School District, its employees and 
Board assumes no liability of any nature in relation to the transportation or treatment of said 
minor, and is not responsible for the medical bills in the event of an injury to my child. 

Family Doctor:                                                                              Address:                                         Phone: 

Health Plan/Insurance Company Name: 

My child is allergic to the following medications: 

Other medications being used: 

My child has the following health problems: 

Signature of Parent/Guardian:                                                                                                                                   Date: 
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