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People Leading Accessible Networks of Support 

EMERGENCY AUTHORIZATION FORM

	Date of Birth:
	


	Participant’s Name:
	

	

	Address:
	

	

	Guardian/Parent:
	

	

	Guardian/Parent Address:
	

	

	Home Phone:
	
	
	Work phone:
	

	

	Primary Physician/Clinic:
	
	Clinic phone:
	

	

	After hours phone:
	
	Allergies:
	

	

	Medical Conditions/History:
	

	

	Medications:
	

	

	In case of emergency, contact:
	

	

	Relationship:
	
	
	Phone:
	

	

	Ambulance:
	
	
	Hospital:
	

	

	Fire Department:
	
	
	Police/Sheriff:
	

	

	Name of Insurance Company/numbers:
	

	

	Medicaid/Medicare numbers:
	

	

	EMERGENCY MEDICAL AUTHORIZATION

	

	In case of medical emergency, I hereby authorize
	

	

	to obtain necessary medical care, including emergency surgery, for this person.

	

	Participant’s signature:
	
	Date:
	

	

	Guardian’s signature:
	
	Date:
	


Family Support  360























PLANS 003


