Carolyn’s Play House

Medical Consent Form
Child’s Name: ___________________________________ Date of Birth: ___________________________

Carolyn’s Play House has my/our permission to obtain medical treatment and/or emergency care for my child when I cannot be reached or if a delay in reaching me would be dangerous for my child.

In case of an emergency and I/we cannot be reached, Carolyn’s Play House has my/our permission to phone the following people:

Physician’s Name: ______________________________________________________________________
Address: ______________________________________________________________________________
Phone: ______________________________________Beeper/Service: ____________________________
Name:______________________________________________ Relationship:_______________________

Home Address: _______________________________________ Home Phone: ______________________

Work Address: ________________________________________ Work Phone: ______________________

Other Phone: ______________________  Best Phone in Case of Emergency: ______________________

Name:______________________________________________ Relationship:_______________________

Home Address: _______________________________________ Home Phone: ______________________

Work Address: ________________________________________ Work Phone: ______________________

Other Phone: ______________________  Best Phone in Case of Emergency: ______________________

 As the custodial parent, I have read, and I agree to, these policies:
 
_______________________
                              (Custodial Parent Signature)
 
_______________________
                              (Please Print Name)
 
_______________________
                              (Relationship to Child)
 
_______________________
                              (Date)
10-42 Jackson Avenue, Long Island City, NY 

Ph: 917-324-2862


