




I EMERGENCY MEDICAL TREATMENT AUTHORIZATION 

Stepping Stones' staff members are committed to providing a safe environment for 
your child. However, illnesses and accidents may occur that require emergency 
medical attention. If that should happen, our Staff will immediately call 911, and then 
contact you (the custodial parent or legal guardian). If we are unable to reach you, we 
will contact the persons you listed as authorized to pick up your child. 

I hereby grant permission for the staff of Stepping Stones to contact the following 
medical personnel to obtain emergency medical care if warranted. 

Doctor/Facility Name: _____________ _ Phone: ______ _ 

Address: _____________________________ _ 

Dentist/Facility Name: _____________ _ Phone: 
-------

Address: _____________________________ _ 

Hospital Preference: __, _______________________ _ 

Please list allergies, special medical or dietary needs, or other areas of concern that 
will help us care for your child properly: 

Emergency Care Plan instructions (if applicable): _____________ _ 

Signature of Parent Date 

NOTARIAL ACKNOWLEDGEMENT 

STATE OF FLORIDA 

COUNTY OF SEMINOLE 

The foregoing instrument was acknowledged before me this __ day of ________ , 2020 

by _________________ who produced ___________ _ 

____________________ as identification. 

Signature of Notary Public-State of Florida 
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