
 Authorization for Emergency Medical Treatment: 
Doctor's Information 
Name:__________________________________________________   phone#:_______________ 
Address:____________________________________________________________________________________ 

street or route   city  zip 
  
List any allergies, medications, restrictions, etc, that apply. 
  
  
  
In case of emergency please contact 
Name:___________________________________Relationship________________phone__________________ 
Name:___________________________________Relationship________________phone__________________ 
Name:___________________________________Relationship________________phone__________________ 
  
Medical Insurance information: 
  
Company:________________________________Group#___________________Other#__________________ 

Tulsa County 4-H Youth  
     
Date:        June 3-6, 2008         Cost:  $25 per youth 
Location:  OSU Extension Center        Make checks payable to:   
     4116 E. 15th St.        OSU Extension Service  
     Tulsa, OK  74112        Due:  May 5, 2008  
     918-746-3709           

  
 (please print, must have one per youth) 

 
 Name:                                                                                                                                  phone: _________________________ 
 
 Address:                                                                                                                                                      
 street or route                 city                     zip     
 
 Club:_____________________________ Age:_______     Gender (circle one):  male   female       Shirt size:  YL  AS  AM  AL  AXL  AXXL 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
If I am not readily available in the event of an illness or injury, I hereby grant my permission for any emergency treatment deemed to be 
necessary by authorized medical personnel. 
 
 ______________________________________  _______________________________________ 
Signature of parent or guardian     Witness 
  
 Date:______________________________________ 
 
Request:  For individuals with disabilities who require auxiliary aids or services for program participation, please identify the accom-
modation/service needed when submitting this form  Advance notice is necessary for effective service provision; it may not be possi-
ble to provide some aids and services with late notice.  Reasonable effort will be made to accommodate individuals who request aux-
iliary aids or services. 
__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________ 

 
valid for Tuesday, June 3, 2008 - Friday June 6, 2008 

  
 

 The primary purpose of these programs is to provide a safe, healthy, and well-supervised environment for 4-H Members of Tulsa County.   
 

 Oklahoma State University, U.S Department, State and Local Governments Cooperating. The Oklahoma Cooperative Extension 
Service offers its programs to all eligible persons regardless of race, color, national origin, religion, sex, age, disability, or status as a 

veteran, and is an equal opportunity employer. 

  
Office Use Only—Date paid:_____ 

  
Amount Paid: 

  
Receipt Number: 


