PARENTAL AUTHORITY TO THIRD PARTY FOR

CONSENT TO MEDICAL TREATMENT FOR MINOR CHILD

I hereby authorize The Presbyterian Church of Washington’s Parents’ Day Out Staff to assume responsibility for the medical treatment of my child: 
__________________________________

This consent is valid for the period of time my child is enrolled in above program.
I further authorize the above to consent to any emergency treatment deemed necessary, if I cannot be contacted. This authorization does not cover major elective surgery unless the medical opinions of two other licensed physicians, concurring with the necessity of such surgery, are obtained prior to the performance of such surgery.

Known allergies:  _______________________________________________________

______________________________________________________________________

Current Medications:  ____________________________________________________

Other Medical Conditions:  ________________________________________________

_______________________________________________________________________

Child's birth date:  _______________________________

Name and # of Family Physician:  ___________________________________________

_______________________________________________________________________

Preferred Hospital _______________________________________________________
Signatures of both Parents or explanation/guardianship/custody papers if not able to obtain both signatures.

_______________________________         ________________________________

Mother
         date         Father                                                date

