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LOS ANGELES COMMUNITY COLLEGE DISTRICT
EMERGENCY INFORMATION 
East Los Angeles College 
_______________First______________________ SID# ____________________  (Circle)  FRESH   SOPH 

________________  SEX _______  SPORT _________________________________________________ 

S ________________________________________  CITY ______________________  ZIP ____________ 

UMBER _(_______)________________________ / CELL PHONE _(_______)______________________ 

___________________    ADDRESS ______________________CITY__________STATE___ZIP________ 

)___________________  WORK PHONE (______)_____________/ CELL PHONE ___________________ 

_____________________  ADDRESS _____________________CITY__________STATE___ZIP________ 

)___________________   WORK PHONE (______)_____________/ CELL PHONE __________________ 

 CONTACT ______________________________________  RELATIONSHIP ______________________ 

__________________CITY_______________STATE___ZIP____  PHONE (_____)___________________ 

ANCE COMPANY ______________________________________________________________________ 

______________________________________  PHONE NUMBER _(_______)______________________ 

 RECORD NO. _________________________  PLAN / GROUP NO.  _____________________________ 

anente insurance, please enter your medical record number instead of a policy number. 

HMO   PPO      MAJOR MEDICAL   

EDICATIONS, OR OTHER INFORMATION MEDICAL PERSONNEL SHOULD KNOW: 
______________________________________________________________________ 

E:  ______________________________________________________ 

-----------------------------------------------------------------------------------------------------------------------------------------------
 ATHLETE IS UNDER 18 YEARS OF AGE, PLEASE COMPLETE THE FOLLOWING: 

 AUTHORIZATION TO CONSENT TO TREATMENT 

ndersigned parent(s) to _____________________________________, do hereby authorize 
___________________ as agent(s) for the undersigned to consent to any x-ray examination, 

r surgical diagnosis or treatment and hospital care which is deemed advisable by, and is to be 
eneral or special supervision of any physician or surgeon licensed under the provisions of the 
on the medical staff of any licensed hospital, whether such diagnosis or treatment is rendered at 
ician or at said hospital. 

d that this authorization is given in advance of any specific diagnosis, treatment, or hospital care 
given to provide authority and power on the part of our aforesaid agent(s) to give specific consent 
agnosis, treatment or hospital care which the aforementioned physician in the exercise of his best 
dvisable. 

tion is given pursuant to the provisions of Section 6910 of the California Family Code. 

ation shall remain effective until __________________, 20_____ unless sooner revoked in 
id agent(s). 

__________________    _____________________________________________________________ 
   Father 

___________________    _____________________________________________________________ 
   Mother 

___________________    _____________________________________________________________ 
   Legal Guardian 
   __________________________________  __________________________ 
            Address      Phone No. 


