EMERGENCY MEDICAL TREATMENT CONSENT

Participant’s Name: ___________________________    Date of Birth:  ___________  Diagnosis: __________________________ 

Address __________________________________________  City & State     ____________                             ___    Zip__________ 

Home Phone __________________ Work Phone ____________________   Cell Phone ________________________

Legal Guardian’s Name:  _______________________________ Email Address: _______________________________________

Address __________________________________________  City & State     ____________                             ___    Zip__________               
    
Home Phone __________________ Work Phone ____________________   Cell Phone ________________________

Physician’s Name: __________________________________________________________________ 

Address __________________________________________  City & State     ____________                             ___    Zip__________ 

Phone __________________________________________

Health Care Insurance Company: _______________________________Policy # __________________

Emergency Contact:
Name __________________________________Home Phone ___________Work Phone __________Cell Phone _________ 

Preferred Hospital: _______________________________________

Please describe any medical conditions requiring special precautions or treatment (if none, please write “none”): 
________________________________________________________________________________________________________ 
________________________________________________________________________________________________________
Medications:                                               Dosages: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Allergies: ________________________________________________________________________________________________

__________________(Participant) and his/her Legal Guardian __________________consent as follows: 

In the event of a medical emergency, I authorize Wilmington College Therapeutic Riding Camp and/or its designated agent to authorize such medical assistance as it deems necessary. I further authorize any licensed physician and/or medical facility to provide any medical or surgical care and/or hospitalization for the participant deemed necessary or advisable until I am available or able to provide more specific authorization. 
                   Dated this  Click or tap to enter a date.
 	(Click or tap to enter a date and then select date with drop down arrow.)

Please sign one of the options below: 
So authorized: 						Not authorized:


_______________________________________              _______________________________________
Participant/Legal Guardian 				Participant/Legal Guardian 

.
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