
 

Consent for Medical and/or Emergency Treatment 
 
 

                       I give my consent to Hope Lutheran Church Preschool who will be who will be caring for my child: 

 

                        ___________________________ during the period of ____/______/____ through _____/______/____,                       

 

To arrange for emergency medical care and treatment necessary to preserve the health of my child. In the 

event that my child is injured, or ill while under the care of Hope Lutheran Church Preschool, I hereby 

give permission to Hope Lutheran Church Preschool, or any medical personnel present, to provide first 

aid for my child, and to take the appropriate measures, including contacting the Emergency Medical 

Service (EMS) system and arranging for transportation to the nearest emergency medical facility, even 

though a hospital preference has been stated on the child’s enrollment form.    

 

In making medical decisions on my behalf for the benefit of my child, I direct that they attempt to contact 

me.  However, if medical care becomes essential, I give permission to Hope Lutheran Church Preschool 

to make such decisions regarding such treatment as deemed appropriate by the medical doctor, hospital or 

their authorized designee.  

 

I acknowledge that no guarantees have been made to me as to the effect of such treatment on the 

condition of my child in any medical illness or injury that may occur. I (we) do herby release Hope 

Lutheran Church Preschool, and Hope Lutheran Church from any liability in connection with any such 

treatment. I (we) understand that I (we) take full responsibility for all charges in connection with the care 

and treatment rendered to my child during this period.  

 
       

_____________________________________________/____/___            

Signature of Legal Guardian #1                          Date   

 

_____________________________________________/____/___          

 Signature of Legal Guardian #2                          Date                       

 

_____________________________________________/____/___  

Whiteness (other than Guardian)               Date    

 

_____________________________________________________  

Emergency contact #1 (other than Guardian)         

 

_____________________________________________________  

Phone        

 

_____________________________________________________  

Emergency contact #2 (other than Guardian)        

 

_____________________________________________________  

Phone        

 

_____________________________________________________  

Health Insurance Carrier     

 

_____________________________________________________  

Health Insurance Policy # and Group #         

 

_____________________________________________________ 

Personal Care Physician and phone number      


