KEANSBURG SCHOOL DISTRICT
EMERGENCY TREATMENT CARD

Student’s Name__________________________________ Sport ___________________

If I can not be reached to give my consent to emergency treatment, I give my permission for the Keansburg Coaching Staff to authorize emergency treatment for my son/daughter.  This consent is given only in situations where a physician or emergency room personnel feel, in good faith, that the injury is potentially disabling or life threatening.

Family Physician’s Name ___________________________________________________

Family Physician’s Phone number ____________________________________________

Hospital preference (home event only) ________________________________________

Parent/Guardian Signature _________________________________________________

Home phone number _____________________________________________________

Work phone number ______________________________________________________

Emergency contact if parent can’t be reached __________________________________

   Phone number __________________________________

Important medical information:
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