
OASC BASIC and Advanced Health Form 
         AUTHORIZATION FOR EMERGENCY CARE TO MINOR 

 
We the undersigned, parents or legal guardians of the minor listed below: 
 
___________________________________         Birth Date_______________ 
  (Minor’s Name) 
      
 
Do hereby authorize the OASC staff to consent to any emergency treatment by any physician, surgeon or 
dentist licensed by the State of Oklahoma to any hospital care that may be render to said minor, whether 
such diagnosis or treatment is rendered at the office of a physician, surgeon or dentist, or at a hospital 
licensed by the State of Oklahoma. I further agree to release the OASC staff and hold them harmless from 
any damages that might arise from his actions in consenting to any medical, dental or hospital care 
rendered to the above named minor. The consent shall remain in effect until the conclusion of the OASC 
BASIC or Advanced leadership workshop unless sooner revoked in writing, delivered to the OASC staff, 
and the physician, surgeon or dentist. 
 
The following basic medications will be provided and administered by an OASC advisor/staff person, as 
needed. Please make a check mark by the medication(s) we have your permission to administer to your 
child. We will follow the recommended dosage on the package unless otherwise noted by you. If there is 
another over-the-counter medication that you would rather have for your child take, you will need to put it 
in a Ziploc bag with their other medications. If your child has an inhaler, it needs to be carries at all times. 
 
_______Tylenol (acetaphetamin)   Advil (ibuprofen) ________ Cough Drops_______ Imodium______ 
 
_______ Neosporin 
 
Witness___________________________________      _____________________________________ 
 Other than custodian(s)     Parent Signature 
 
            _____________________________________ 
        Parent Signature 
 
Sworn to and subscribed before me this_______ day of_____________201__. 
 
My Commission Expires____________      _______________________ 
      Notary Public 
 
Parent NO.’s: Home_____________________ Work___________________ Cell____________________ 
 
Parent/Guardian/Relative: Name____________________ Work______________ Cell_________________ 
 
Family Doctor_________________________________-Last Tetanus Shot_________ 
 
Phone Number of Doctor_________________________ 
 
Health Insurance Company_________________________ Policy #_______________ 
Any prescription medications he/she will be self administering? Medication must be in its original 
container with full information/instructions. _________________________________________________ 
Any conditions the workshop staff should be aware of? 
_____________________________________________________________________________________ 


