
EMERGENCY MEDICAL TREATMENT PLAN & AUTHORIZATION 

Participant Name: ______________________________________________________ 

I authorize Able-Services, Inc. personnel to seek and/or provide transport for emergency medical 

care or hospital services for the above listed participant.  In addition, I give my permission for 

treatment and authorize hospital staff, attending physicians, and/or other medical personnel to 

provide treatment to the above listed participant, as their condition indicates. I understand that 

this document will accompany the program participant to the hospital or other medical treatment 

facility as proof of consent for medical or dental procedures that are necessary to preserve life or 

prevent permanent impairment of health. 

Preferred Hospital/Medical Group: __________________________________________ 

Emergency Medical Contact Information: 

Name: _________________________________________ Phone #: ______________________ 

Name: _________________________________________ Phone #: ______________________ 

__________________________________________________________        ______________ 

Program Participant Signature        Date 

__________________________________________________________        ______________ 

Parent/Guardian Signature       Date 

__________________________________________________________        ______________ 

Staff Member Signature Date 


