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                               La Luz Therapies, LLC. 
           Consent for Emergency Medical Treatment





Date: ____________________
Name of Minor: _________________________________   DOB: _______________
Parent/Guardian Name: ________________________________________________

I, the undersigned, am one of the parents/guardians of the minor named above. I know that during the time my child is receiving therapy services at La Luz Therapy clinic that I may not be available to personally authorize emergency medical care for said minor. I hereby give my consent and authorization for La Luz Therapy to initiate emergency or non-emergency care, in the best judgment of relevant medical professionals providing health care to the minor. 
I understand that La Luz Therapy staff will contact the individuals listed below in order (primary, secondary). If the primary person is unavailable we will leave a message and contact the secondary contact given. This release shall stay in effect until revoked or amended by the parties signing below.

Emergency Contact

Name: ________________________________      	Phone#: _________________________
Name: ________________________________		Phone#: _________________________
Primary Care Doctor: ____________________                Phone#: _________________________


Known medical conditions/allergies/current medication: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________


_______________________________________________		__________________
Parent/Guardian Signature 						Date

_______________________________________________		__________________
La Luz Therapy Representative Signature 				Date
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