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CONSENT FOR EMERGENCY CARE 
 
 
 
 
 

Student Name: _______________________ ID# __________ Birth Date: _________ School: _______________ 
 
 
I/we, the undersigned parent(s) or legal guardian of ________________________, a minor, do hereby give 
authorization and consent to the school to obtain emergency medical care and necessary transportation, 
including x-ray examination, anesthetic, medical or surgical diagnosis and emergency hospital which is 
deemed advisable by and is to be rendered under the general or specific supervision of medical and 
emergency room staff licensed under the provisions of the medicine practice act and the State of California 
Department of Public Health.  
It is understood that effort shall be made to contact the undersigned prior to rendering treatment to the 
student, but that any of the above treatment will not be withheld if the undersigned or authorized adults 
cannot be reached.  
I/we understand that the school district does not provide accident/medical insurance for students, and I/we 
further understand that all costs related to medical treatment may be my/our responsibility and not that of 
the school district. 
 
 
 
 
Parent/Guardian Signature________________________________ Date: ________________ 
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