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Emergency Notification

Specify parent(s) / guardian(s) to be notified in case of emergency

Name Relationship
Telephone (home) (work)
OR
Name Relationship
Telephone (home) (work)
Health Information
Allergies O Yes O No Please List:
Medications O Yes O No Please List:
Chronic llinessess (Asthma, Diabetes, etc.) Please List:
Health Insurance
Company Telephone

Name of Policy Holder

Policy Number

CONSENT FOR TREATMENT:

| hereby authorize any University of Wisconsin-La Crosse Student Health Center staff to render
any emergency treatment, medical or surgical care deemed necessary to maintain health and
well being even if treatment requires hospitalization at an accredited local hospital:

Date Signature of Student

Date Signature of parent or guardian if student is under legal age of 18
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