HANDY ACRES RANCH LLC 49 Grawtown Rd. Jackson, NJ 08527

732 928-5146

Authorization For Emergency Medical treatment

Name:____________________________________________________

DOB:______________    Age:_____    Height_____    Weight:______   Gender  M   F

Address:___________________________________________________________

PhysicianÕs Name_________________________    Phone #__________________

ALLERGIES TO MEDICTIONS___________________________________________

OTHER ALLERGIES___________________________________________________

Current Medications___________________________________________________

Health Insurance Co._______________________   Policy #____________________

Emergency Contacts:  (Name , Relation,Phone #)

1._________________________________________________________________

2._________________________________________________________________

3._________________________________________________________________

In the event emergency medical treatment/aide is required due to illness or injury during the process of receiving services, or while on the property of the above mentioned, I authorize_____________________________ to:

1.Secure and retain medical treatment and transportation if needed.

2.Release client records upon request to the authorized individual or agency involved                      

    in the medical emergency treatment.

Consent Plan

This authorization includes x-ray, surgery,hospitalization,medication,and any treatment procedure deemed Òlife savingÓ by the physician. This provision will only be invoked if the person(s) above can not be contacted.

Date________________ Consent signature___________________________________________

Non Consent Plan

I do not give my consent for emergency medical treatment/aide in the case of illness or injury during the process of receiving services or while being on the property of the above mentioned.

In the event emergency treatment/aide is required, I wish the following procedure to take place:

______________________________________________________________________________

Date________________________ Consent Signature___________________________________

