MEDICAL TREATMENT AUTHORIZATION FOR DAYCARE AND CHILDCARE PROVIDERS

CHILD'S FULL LEGAL NAME: [CHILD FULL LEGAL NAME]

CHILD'S DATE OF BIRTH: [CHILD DATE OF BIRTH]

CHILD'S HOME ADDRESS: [CHILD HOME ADDRESS]

PARENT/LEGAL GUARDIAN NAME: [PARENT OR LEGAL GUARDIAN NAME]

PARENT/LEGAL GUARDIAN RELATIONSHIP TO CHILD: [RELATIONSHIP TO CHILD]

PARENT/LEGAL GUARDIAN ADDRESS: [PARENT OR LEGAL GUARDIAN ADDRESS]

PARENT/LEGAL GUARDIAN PRIMARY PHONE: [PARENT OR LEGAL GUARDIAN PRIMARY PHONE]

PARENT/LEGAL GUARDIAN ALTERNATE PHONE: [PARENT OR LEGAL GUARDIAN ALTERNATE PHONE]

SECOND PARENT/LEGAL GUARDIAN NAME: [SECOND PARENT OR LEGAL GUARDIAN NAME]

SECOND PARENT/LEGAL GUARDIAN RELATIONSHIP TO CHILD: [SECOND RELATIONSHIP TO CHILD]

SECOND PARENT/LEGAL GUARDIAN ADDRESS: [SECOND PARENT OR LEGAL GUARDIAN ADDRESS]

SECOND PARENT/LEGAL GUARDIAN PRIMARY PHONE: [SECOND PARENT OR LEGAL GUARDIAN PRIMARY PHONE]

SECOND PARENT/LEGAL GUARDIAN ALTERNATE PHONE: [SECOND PARENT OR LEGAL GUARDIAN ALTERNATE PHONE]

DAYCARE/CHILDCARE PROVIDER NAME: [DAYCARE OR CHILDCARE PROVIDER NAME]

DAYCARE/CHILDCARE PROVIDER ADDRESS: [DAYCARE OR CHILDCARE PROVIDER ADDRESS]

DAYCARE/CHILDCARE PROVIDER PHONE: [DAYCARE OR CHILDCARE PROVIDER PHONE]

DAYCARE/CHILDCARE PROVIDER LICENSE OR REGISTRATION NUMBER: [PROVIDER LICENSE OR REGISTRATION NUMBER]

EFFECTIVE DATE OF AUTHORIZATION: [EFFECTIVE DATE]

EXPIRATION DATE OF AUTHORIZATION: [EXPIRATION DATE]

RE: AUTHORIZATION FOR EMERGENCY AND ROUTINE MEDICAL TREATMENT OF MINOR CHILD

1. PURPOSE AND SCOPE OF AUTHORIZATION
1.1 Purpose: This Medical Treatment Authorization for Daycare and Childcare Providers ("Authorization") grants the daycare or childcare provider identified above ("Provider") limited authority to consent to medical treatment for the child identified above ("Child") while the Child is in the Provider's care.
1.2 Scope: This Authorization covers emergency medical treatment and the routine medical treatment expressly described in Section 4 below, and no other treatment unless separately authorized in writing.
1.3 Not a Custody Document: This Authorization does not transfer custody, guardianship, or any parental rights, and does not authorize the Provider to make non-medical decisions on behalf of the Child.

2. AUTHORIZED PERSONS
2.1 Authorizing Parent/Guardian: The undersigned parent or legal guardian ("Parent") certifies that he or she has legal authority to consent to medical treatment for the Child.
2.2 Provider Personnel: The Provider may act through its director, administrator, designated staff members, and any employee supervising the Child at the time treatment is needed.
2.3 Additional Authorized Caregivers: The following additional caregivers are also authorized to request and consent to treatment under this Authorization: [ADDITIONAL AUTHORIZED CAREGIVER NAMES AND RELATIONSHIPS].

3. EMERGENCY MEDICAL TREATMENT
3.1 Emergency Consent: If the Child suffers an injury, illness, or medical emergency while in the Provider's care, the Provider is authorized to obtain emergency medical care, including calling emergency services, transporting the Child to a hospital or urgent care facility, and consenting to examination, diagnosis, and treatment by licensed medical personnel.
3.2 Emergency Contacts: The Provider shall attempt to contact the Parent using the contact information listed above before or as soon as practicable after seeking emergency treatment.
3.3 Emergency Contact Persons: If the Parent cannot be reached, the Provider may contact the following persons in the order listed: [EMERGENCY CONTACT 1 NAME AND PHONE], [EMERGENCY CONTACT 2 NAME AND PHONE], [EMERGENCY CONTACT 3 NAME AND PHONE].
3.4 Emergency Services: The Provider is authorized to call 911 or the local emergency number and to release the Child to emergency medical personnel for transport.

4. ROUTINE AND NON-EMERGENCY MEDICAL TREATMENT
4.1 Routine Consent: The Provider is authorized to consent to the following routine, non-emergency treatment: [DESCRIBE AUTHORIZED ROUTINE TREATMENT, E.G., FIRST AID, BANDAGING MINOR CUTS, APPLYING COLD PACKS].
4.2 Medication Administration: The Provider is authorized to administer the following medications to the Child according to the written instructions of the Parent and the prescribing physician: [MEDICATION NAME, DOSAGE, FREQUENCY, AND PRESCRIBER].
4.3 Over-the-Counter Medications: The Provider is authorized to administer the following over-the-counter medications: [LIST OVER-THE-COUNTER MEDICATIONS AND DOSAGES] OR [NOT AUTHORIZED].
4.4 Treatments Not Authorized: The Provider is not authorized to consent to surgery, anesthesia, blood transfusions, experimental treatment, or any treatment outside the scope described in this Authorization without the prior written consent of the Parent, except where emergency treatment is required to prevent serious harm or death.

5. MEDICAL INFORMATION
5.1 Primary Care Physician: [PRIMARY CARE PHYSICIAN NAME]
5.2 Physician Phone: [PRIMARY CARE PHYSICIAN PHONE]
5.3 Physician Address: [PRIMARY CARE PHYSICIAN ADDRESS]
5.4 Health Insurance Carrier: [INSURANCE CARRIER NAME]
5.5 Policy or Member Number: [POLICY OR MEMBER NUMBER]
5.6 Group Number: [GROUP NUMBER]
5.7 Preferred Hospital: [PREFERRED HOSPITAL NAME AND ADDRESS]
5.8 Allergies: [LIST KNOWN ALLERGIES OR STATE "NONE KNOWN"]
5.9 Chronic Conditions: [LIST CHRONIC CONDITIONS OR STATE "NONE"]
5.10 Current Medications: [LIST CURRENT MEDICATIONS OR STATE "NONE"]
5.11 Immunization Status: [UP TO DATE / NOT UP TO DATE / EXEMPTION ON FILE]

6. CONSENT AND RELEASE
6.1 Consent to Treatment: The Parent consents to the medical treatment described in this Authorization and authorizes medical providers to rely on this document.
6.2 Release of Information: The Parent authorizes medical providers to release information about the Child's condition and treatment to the Parent and to the Provider as necessary to carry out this Authorization.
6.3 Release of Liability: The Parent releases the Provider and its employees from liability for acts performed in good faith under this Authorization, to the extent permitted by law.
6.4 Reliance: Medical providers may rely on this Authorization until they receive written notice of revocation from the Parent.

7. TERM, REVOCATION, AND AMENDMENT
7.1 Effective Date: This Authorization is effective on [EFFECTIVE DATE].
7.2 Expiration: This Authorization expires on [EXPIRATION DATE] or upon the Child's withdrawal from the Provider's care, whichever occurs first.
7.3 Revocation: The Parent may revoke this Authorization at any time by delivering written notice to the Provider. Revocation does not affect treatment already provided in reliance on this Authorization.
7.4 Amendment: This Authorization may be amended only in writing signed by the Parent and acknowledged by the Provider.

8. SIGNATURES
8.1 Parent/Guardian Signature: [PARENT OR LEGAL GUARDIAN SIGNATURE]
8.2 Parent/Guardian Printed Name: [PARENT OR LEGAL GUARDIAN PRINTED NAME]
8.3 Date: [DATE SIGNED BY PARENT OR LEGAL GUARDIAN]
8.4 Second Parent/Guardian Signature: [SECOND PARENT OR LEGAL GUARDIAN SIGNATURE]
8.5 Second Parent/Guardian Printed Name: [SECOND PARENT OR LEGAL GUARDIAN PRINTED NAME]
8.6 Date: [DATE SIGNED BY SECOND PARENT OR LEGAL GUARDIAN]
8.7 Provider Representative Signature: [PROVIDER REPRESENTATIVE SIGNATURE]
8.8 Provider Representative Printed Name: [PROVIDER REPRESENTATIVE PRINTED NAME]
8.9 Provider Representative Title: [PROVIDER REPRESENTATIVE TITLE]
8.10 Date: [DATE SIGNED BY PROVIDER REPRESENTATIVE]

9. NOTARIZATION (IF REQUIRED)
9.1 State of: [STATE]
9.2 County of: [COUNTY]
9.3 Sworn to and subscribed before me on [NOTARY DATE] by [NAME OF SIGNER APPEARING BEFORE NOTARY].
9.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
9.5 Notary Public Printed Name: [NOTARY PUBLIC PRINTED NAME]
9.6 My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]
9.7 Seal: [NOTARY SEAL]
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