
Authorization for Emergency Medical Care

Print

 (800) 928-7247   www.aupairinamerica.com     

_____________________________________________________________, has my permission to secure emergency medical care for my children 
in my absence.

Our physician is: 

       Name: _________________________________________________________________________________________

       Address: _______________________________________________________________________________________

       Telephone: ______________________________________________________________________________________

       Our health insurance carrier is: _____________________________________________________________________

       and the policy number is as follows: _________________________________________________________________

This authorization is for the following children:

Child’s Name					     Date of Birth			   Comments

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

Authorized by: _________________________________________________

Signature: _____________________________________________________	 Date: _________________________________________
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