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Authorization for Emergency Medical Treatment Form
L Participant L Staff W Volunteer

Name: DOR Phone:

Name: Relation: Phone:
Name! Relation:

{Consent Plan

In the event emergency medical aid/ircatment is reguired duce to illness o
being on the property of the agency, T authorize GAITS OF FREEDOM to:

" negded.
;individual or ag

é;\, X-1ay, §t fg I’} hcasmmh,’amz: medicmeﬁ and any tregtment procedure deemned “life saving” by the

Daie: Consent Signature:

Client, Parent or Legal Guardian {signed in presence of center stafll

Non-Conseni Plan

or injory during the process of recoiving services
s II0 L

PUELIES

I do not give my consent for emergency medical treatment/aid § :f i
from GAITS OF FREEDOM or while t}ung on the property Y FA
4 Parent or legal guardian will remain on site at all times during equine assis ‘}cﬁviiies

3 Inthe event emergency treatment/aid is required, T wish the following procedure to take place:

Date: Nouw-Consent Signature:
Clignt, Parent or Legal Guardian {signed it pre
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