
                                                                             

SOUTH MOUNTAIN YMCA 
A Branch of the METROPOLITAN YMCA OF THE ORANGES 
13 Jefferson Avenue, Maplewood NJ  07040 
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 South Mountain YMCA 
Emergency Medical Treatment Release Form 

 

 
Child Name:___________________________________________________________ 
 
Address:______________________________________________________________ 
 
Emergency Number:_________________________________________________ 
    

    

In the event of a severe allergic reaction while at South Mountain, I give permission to In the event of a severe allergic reaction while at South Mountain, I give permission to In the event of a severe allergic reaction while at South Mountain, I give permission to In the event of a severe allergic reaction while at South Mountain, I give permission to 

administer Benadryl until someone arrives.  I agree to provide Benadryl in a sealed, original administer Benadryl until someone arrives.  I agree to provide Benadryl in a sealed, original administer Benadryl until someone arrives.  I agree to provide Benadryl in a sealed, original administer Benadryl until someone arrives.  I agree to provide Benadryl in a sealed, original 

labeled bottle.  I understand that dosing informatiolabeled bottle.  I understand that dosing informatiolabeled bottle.  I understand that dosing informatiolabeled bottle.  I understand that dosing information will be given by my child’s pediatrician n will be given by my child’s pediatrician n will be given by my child’s pediatrician n will be given by my child’s pediatrician 

and/or emergency medical responders.                                                              _______initialand/or emergency medical responders.                                                              _______initialand/or emergency medical responders.                                                              _______initialand/or emergency medical responders.                                                              _______initial    

    

I give permission to the St. Barnabus Medical Center/Overlook Hospital to treat my child I give permission to the St. Barnabus Medical Center/Overlook Hospital to treat my child I give permission to the St. Barnabus Medical Center/Overlook Hospital to treat my child I give permission to the St. Barnabus Medical Center/Overlook Hospital to treat my child 

___________________________________________________in case of emergency.                                                            _________initial___________in case of emergency.                                                            _________initial___________in case of emergency.                                                            _________initial___________in case of emergency.                                                            _________initial    

    

The last tetanus injection given to my child was on The last tetanus injection given to my child was on The last tetanus injection given to my child was on The last tetanus injection given to my child was on __________________/___/___/___/___________________/_____/_____/_____/________________ ._ ._ ._ .    

    

I understand that no guarantees have been made to me as to the effecI understand that no guarantees have been made to me as to the effecI understand that no guarantees have been made to me as to the effecI understand that no guarantees have been made to me as to the effect of such treatment t of such treatment t of such treatment t of such treatment 

on my child’s condition.on my child’s condition.on my child’s condition.on my child’s condition.                                                                                                                                                                                                                                                                                                                                        _________initial_________initial_________initial_________initial    

    

I acknowledge all responsibility for reasonable charges in connection with care and I acknowledge all responsibility for reasonable charges in connection with care and I acknowledge all responsibility for reasonable charges in connection with care and I acknowledge all responsibility for reasonable charges in connection with care and 

treatment given during this treatment given during this treatment given during this treatment given during this period.period.period.period.                                                                                                                                                                                                                                                                    _________initial_________initial_________initial_________initial    

 

My child is allergic to_______________________________________My child is allergic to_______________________________________My child is allergic to_______________________________________My child is allergic to___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________    

    

My child’s birth date is __________________________My child’s birth date is __________________________My child’s birth date is __________________________My child’s birth date is ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________    

    

Medication currently taken: ___________________________________Medication currently taken: ___________________________________Medication currently taken: ___________________________________Medication currently taken: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________    

    

Child Physician: ______________Child Physician: ______________Child Physician: ______________Child Physician: _________________________________________________________________________________________________ Phone Number: __________________ Phone Number: __________________ Phone Number: __________________ Phone Number: ___________________________________________________________________________________________________________    

    

Name of Health Insurance Carrier:_________Name of Health Insurance Carrier:_________Name of Health Insurance Carrier:_________Name of Health Insurance Carrier:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________    
    

Group Number_______________Group Number_______________Group Number_______________Group Number_______________________________________________________________________________________________________________________    Policy Number_______________________________________Policy Number_______________________________________Policy Number_______________________________________Policy Number_______________________________________ 




