


Authorization to Secure Emergency Medical Treatment
(Review Annually)

Name of Resident: _________________________________________________


Name of Adult Family Home:  ________________________________________


I, _______________________________________________, give the Adult Family Home 
		(Name of Resident or Legal Guardian)
Operator permission to secure emergency medical treatment. This consent includes, but is not limited to, administration of anesthetics and emergency surgery at any licensed medical facility.
                   

As Legal Guardian, I wish to be notified of the emergency at the earliest possible opportunity.


Preferred contact phone #:  First_____________________ Second_____________________



Relative or friend if Legal Guardian cannot be contacted:

Name: ______________________________________

Address: ____________________________________

               ____________________________________

Phone: ______________________________________ 



Signed: ___________________________________________  Date:_________________
	          (Resident or Legal Guardian)

Address: _________________________________________________________________ 



AFH Operator signature: ________________________________________________________
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N6654 Rolling Meadows Drive
Fond du Lac, WI 54937
Phone: 920-906-5100
Toll-Free: 877-227-3335
TTY: 711
Fax: 920-906-5103
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Together, we build better lives.




