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TKU Authorization for Emergency Medical Treatment

I, (name of parent/guardian) understand that in the case of

emergency of my child, (name), Tamkang University will try

to notify me or the person | have listed below as an emergency contact.
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In case of a medical emergency concerning my child, at a time when | or my listed emergency
contact, for any reason, cannot be reached, | hereby grant with full power to Tamkang University
and its employees to act on my or my child’s behalf the following treatments:
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1.Administer first aid; #% & % — PF R 2_ $c8% o
2 Authorize a medical doctor to examine or treat my child,; i;d&%ﬁ AL L LG %5;% 75 o
3.Arrange for the transportation of my child, whether by ambulance or otherwise, to a proper
facility where emergency medical treatment is normally administered, including but not limited to,
an emergency room of a hospital, a doctor’s office, or a medical clinic; % # & A F L 2 &% (7
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4 Sign releases as may be required in order to obtain any medical or surgical treatment as is
required in the jJudgment of medical authorities at the facility.>* %5)% ¥ ? S EF4p A8 %5 R &
£ B g %ﬁ@‘%%%@’%w’%iﬁﬂiiﬁ%¢ﬁ°

I hereby agree to accept the financial responsibilities for any cost thus incurred in the treatment of
any illness, accident. | further agree that in the process of seeking or providing such treatment,
neither nor its employees shall be liable, de facto or de jure, for any complications that may arise
thereof.
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The following persons are appointed as my/our child’s Emergency Contact (if I/we cannot be
reached):
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1. Name ¥ 2

Cell Phone Numbers 7 # 7 &

Home Phone Numbers & #1 & &

Office Phone Numbers = & & 3%

2. Name & %

Cell Phone Numbers 7 # 7 &

Home Phone Numbers & #1& &

Office Phone Numbers = @ 7 3%

Signature of Parent/Guardian Date MM/DD/YY
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Cell Phone Numbers 7 # 7 &

Home Phone Numbers & #1 & &

Office Phone Numbers = & & 3%

The authorization comes into force upon legally-binding signature. Please complete this form and
submit it along with all other application documents on the day of registration.

This information will be kept confidential in the possession of the university. Should the need raise,
this information may be given to the proper medical authorities.

WWQM&{Jo%%;;%ﬁpg@@,ugﬁﬁgﬁ%o
SR LA F G F e R R B PFERES M F R

AUOX-Q03-001-FM006-02

2-2



