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Youth Participant 
Emergency Medical  
Authorization Form 

 
 
 
Please complete this form to help facilitate prompt authorization of medical treatment in the case 
of an emergency. 
 
Youth Participant’s Name: ______________________________________________________ 

Address: __________________________________________________________________ 

City: ______________________________    State:  ___________ Zip: ____________ 

Phone: ______________________________     Alternate Phone:  ________________________ 

Doctor: ________________________________ Phone: ______________________________ 

Residential Parent or Guardian: ________________________________________________ 

Mother’s Name:  __________________________________          Phone:   __________________ 

Father’s Name: ___________________________________           Phone:  __________________ 

Alternate Relative or Contact:  ________________________________________________ 

Relationship: _____________________________________          Phone:  __________________ 

Known allergies: ____________________________________________________________ 

Last tetanus shot: ____________________________________________________________ 

Additional Information/Special Instructions: __________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

  Attached is a copy of the participant’s medical insurance card. 

 

Parent/Guardian Signature: ___________________________________    Date:  ____________ 

 


