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Emergency Medical Contact 
2017-2018 
 
 

Child’s Name: ______________________________________________________________ 
 
According to HRS Ordinance every school must obtain written instruction from the parents of each child for 
emergency medical treatment. A “Medical Alert” must be noted for all medical conditions and allergies that the 
school personnel should be aware of concerning your child. 
 
Please read the following items carefully and initial each item: 
 

1. I hereby authorize Gloria Dei Lutheran Academy to seek emergency medical treatment for my child. 
 ______ 

 

2. I hereby authorize the health care facility or physician to provide medical treatment as necessary. 
 ______ 

 

3. I hereby assume responsibility for any payment for emergency services rendered.   
 ______ 

 

4. Please list any allergies that you are aware of that your child may have: 
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________ 

 

5. Please list any significant medical conditions, current or chronic: 
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________ 

 

Name of Physician: __________________________________________ Phone #: _____________________ 

Name of Insurance Company: __________________________________ Phone #: _____________________ 

Name of Policy Holder: _______________________________________ Policy #: ______________________ 

 

Hospitals included in your plan: 
________________________________________________________________________________________ 

I am aware that it may be necessary to take my child to the nearest hospital. I realize that in case of a 9-1-1-
call, I am responsible for any costs incurred. I have read the items above and agree to the arrangements 
outlined. 

 

 
 

Name of Parent or Guardian: ___________________________________  Date: ________________ 
       

PLEASE PRINT 

 
Signature of Parent or Guardian: ______________________________________________________ 
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