
 
Sam Houston State University 

AUTHORIZATION FOR EM ERGENCY MEDICAL TREATMENT - ADULT  
 

I. MEDICAL INFORMATION (please type or print legibly) 
 
 a. Name            
   (Last, first, middle) 
      Address             
   (Street or P.O. Box, city, state, zip code) 
      Telephone Number:  Day: _______________________ Night: ____________________ 
 
 


	a Name: 
	Address: 
	Telephone Number  Day: 
	Night: 
	b Name of Nearest Relative: 
	Address_2: 
	Telephone Number  Day_2: 
	Night_2: 
	c Physicians Name: 
	Address_3: 
	Telephone Number  Office: 
	Emergency: 
	d Dentists Name: 
	Address_4: 
	Telephone Number Office: 
	Emergency_2: 
	e Health Insurance Company Name: 
	Policy Number: 
	Telephone: 
	f Allergies: 
	g Current Medications: 
	h Special Health Needs: 
	The effective dates of this authorization are: 
	to: 
	20: 
	Date: 
	20_2: 


