Allegheny East Conference 
Medical Consent Form

Date: ____________			DOB: ____________		Location: _______________

Time: ____________ 			Contact Number: _________________________________

By signing this form, I give permission for Allegheny East Conference (AEC) Corporation’s  healthcare personnel to give the necessary treatment(s).  I hereby release the AEC Corporation, officers, employees, volunteers, agents from all responsibility of possible complications that may result from medical care.  If necessary, I agree to be transported by AEC personnel or city ambulance to the designated hospital or medical facility.  

_______________________________	________________________________	_____
Last Name					First Name					Initial

_______________________________
Signature

If younger than 18 years old, a parent or guardian must sign below:

_______________________________	________________________________	_____
Last Name					First Name					Initial

_______________________________
Signature

Chief Compliant: _______________________________________________________________

Vital Signs: ____________________________________________________________________ 

Notes:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________

__________________________	__________	_______________________	    __________
Physician				 Date		Healthcare Professional	    Date
Revised June 2018 										       vcl
