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Sallie Borrink included this text as a safety precaution.

©2023 Sallie Borrink

Emergency Permission

Child Full Name _________________________________________________________________________

Date of  Birth  ______________________________  Age ______   Height  ______  Weight  _______

Medical Conditions _______________________________________________________________________

Medication  _____________________________________________________________________________

Allergies  _______________________________________________________________________________

Special Food Needs _______________________________________________________________________

Routines  _______________________________________________________________________________

Bedtime   _______________________________________________________________________________

Loveys, Fears, Quirks, etc.  _________________________________________________________________

_______________________________________________________________________________________

Child Full Name _________________________________________________________________________

Date of  Birth  ______________________________ Age ______   Height  ______  Weight  _______

Medical Conditions _______________________________________________________________________

Medication  _____________________________________________________________________________

Allergies  _______________________________________________________________________________

Special Food Needs _______________________________________________________________________

Routines  _______________________________________________________________________________

Bedtime   _______________________________________________________________________________

Loveys, Fears, Quirks, etc.  _________________________________________________________________

_______________________________________________________________________________________

I grant permission to any licensed physician, dentist, or hospital to give necessary emergency medical service  
to my child listed above at the request of  the person bearing this form with note to the allergies, medications  
and other information listed.

Signed __________________________________  Print  ____________________________________  
                                 (Parent/Guardian)                                                             (Parent/Guardian)

Date ____________________________________
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