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Region 17 YWIH
Emergency Medical Information 
and Release for Treatment
	Name of Minor
	

	
	

	Father’s Name
	

	Address
	

	             Phone
	
	Email
	

	
	

	Mother’s Name
	

	    Address
	

	             Phone
	
	Email
	

	
	

	Physician’s Name
	

	    Address
	

	             Phone
	
	Email
	

	
	
	
	

	Insurance Company
	
	Phone 
	

	              Policy #
	
	Group #
	

	Name of Insured           
	

	
	

	
	      (please circle)

	Does Youth Member Have Any Allergies?   
	Y       N 

	If yes, please list:
	

	
	

	Does Youth Member have restrictions on activities for medical reasons?
	Y       N

	If yes, describe:
	

	
	

	Are there any medical conditions of which we should be aware?
	Y       N

	If yes, describe:
	

	
	

	Does Youth Member take any medications?
	Y       N

	If yes, please list:
	

	
	

	Youth Member Blood Type:
	


In the Event of a Medical Emergency during Jan 20 - 22  2012, I give my permission to the physician to provide all necessary and appropriate medical care to the minor child including but not limited to hospitalization, injections, anesthesia, and surgical procedures.

__________________                           _________________________________________
Date                                                          Parent/Guardian Signature

SEND ALL FORMS TO: Dawn Seigneur, 711 Maplewood St., Delta, OH 43515

