EMERGENCY MEDICAL TREATMENT

Parental Consent Form

I/We hereby grant permission to any representative of Bryant Woods Montessori Children’s House to seek Emergency Medical Treatment for___________________________________________________ (child’s name), and for the medical facility to which the aforementioned representative brings the child to render Emergency Medical Treatment to the child in the event that I/We cannot be reached.

_____________________________________
________________________________

Parent/Guardian




Telephone Number

_____________________________________
________________________________

Parent/Guardian




Telephone Number

Policy Number
Group Number
Effective Date
Policy Holder
Policy Holder DOB

Insurance Company
Policyholder’s Employer

Street Address
Street Address

City                                              State                    Zip
City                                             State                         Zip

Telephone
Telephone



STATE OF MARYLAND, County of __________________________________,  TO WIT:

I HEREBY CERTIFY, That on this ________ day of ______________________,  20_____,

Before me personally appeared ________________________________________________,

Known to me (or satisfactorily proven) to be the person(s) whose name(s) is/are subscribed to the within instrument, who signed the same in my presence, and acknowledged that he/she/they executed the same for the purpose therein contained. WITNESS my hand and Notarial Seal.







______________________________________

NOTARY PUBLIC





My commission expires:

