
 

 
           230 Medical Center Drive 
 Seaman, Ohio 45679 

   937-386-3400 
EMERGENCY TREATMENT PERMISSION SLIP 

We, the parents of _________________________, give our permission for emergency treatment of our  
 

child, ___________________________ from (date) ____/____/____ to____/____/____, or indefinitely. 
 

Birth Date of Child: ______/______/______. 
 

Allergies: __________________________________________________________________________________ 
 

Medication child is taking: ____________________________________________________________________ 
__________________________________________________________________________________________ 
 

Date of Last Tetanus: ______/______/______. 
 

Pertinent Medical History: ____________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 

Dentist Preferred: ___________________________________________________________________________ 
 

Our family Physician is: _______________________________________________________________________ 
(if admission is required)______________________________________________________________________ 
We may be reached at: ______________________________________________________________________ 
 

Nearest Relative: ___________________________________________________________________________ 
        ___________________________________________________________________________ 
       Relationship         Phone No. 
 

_________________________________    ___________________________________ 
Witness        Signature of Parent 
 

_________________________________    ________/_______/________ 
Witness        Date 
 

Insurance Information: 
 

______________________________     __________________________________ 
Employer Insurance Paid Thru     Contract No. 
 

_____________________________     __________________________________ 
Or Medicaid No.       ID No. 
         __________________________________ 
 
         __________________________________ 

Address of Insurance Co. 
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