Emergency Medical Treatment Information

Name:_____________________________________  DOB_____________ Phone_____________________________

Address:________________________________________________________________________________________

Physician’s Name:______________________________________ Medical Facility:____________________________

Health Insurance Company:_______________________________ Policy #:__________________________________

Allergies________________________________________________________________________________________

Allergies to medications___________________________________________________________________________

Current Medications:_____________________________________________________________________________

In case of emergency we will notify the person(s) below, apply first aid, and seek medical treatment if necessary.  

Emergency contact:

Name:__________________________________________________________________________________________

Relationship:____________________________________________________________________________________

Phone numbers including area code: home/business_____________________________________________________

Cell___________________________________________________________________________________________

Alternative contact:

Name:__________________________________________________________________

Relationship:____________________________________________________________

Phone numbers including area code: home/business______________________________

Cell____________________________________________________________________

YOU MUST SIGN ONE OF THE TWO OPTIONS BELOW:

Consent Plan:

In the event emergency medical aid/treatment is required due to illness or injury I authorize Minnesota Linking Individuals, Nature and Critters to:

1. Secure and retain medical treatment and transportation

2. Release client records upon request to the authorized individual or agency in the medical emergency treatment.

Consent Signature_________________________________________________________ Date: _________________

                                    Client, parent or legal guardian

Non-Consent Plan:

I do not give my consent for emergency medical services/treatment/aid in the case of an illness or injury during the process of receiving services while being on the property of the agency.  In the event emergency treatment/aid is required, I wish the following procedures to take place:__________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Consent Signature_________________________________________________________ Date: _________________

                                    Client, parent or legal guardian

Updated 8-25-04

