
St. John’s Adult Day Program 
Authorization for Emergency Treatment 

 
In the event the situation arises, I (the family caregiver or responsible party) authorize and give full 
consent to St. John’s to obtain emergency medical treatment and to carry out whatever treatment is 
needed.  I agree to accept financial responsibility for the cost of any emergency medical treatment 
rendered. 
 

I understand that St. John’s will follow the procedure listed below if emergency medical treatment is 
deemed necessary by program staff. 
 

A. Dial 911 to obtain emergency medical assistance and transportation to the nearest 
hospital (Anderson Hospital, Maryville). 

B. Call the primary caregiver designated below.  If this individual cannot be reached, staff will 
attempt to reach alternate emergency contacts listed below. 

C. If an emergency contact person cannot be reached, a staff member or volunteer from the 
program will accompany the participant to the hospital and will remain there until a family 
caregiver or other responsible person arrives. 

D. If the family has provided the program with a written copy of a living will or “Do Not 
Resuscitate” order, a copy will be given to the emergency medical personnel.  (Copy 
Provided?     �  Yes �  No)        CPR:  YES   NO      DNR:  YES   NO  Initial: _________ 

 

 
Clients Name: __________________________________________ Birth Date: ____________________ 
 

Address: ______________________________________ City, State, Zip: ________________________ 
 

Family/Guardian client lives with: ________________________________________________________ 
 

Home Phone: _________________ Work Phone: _________________ Cell Phone: ________________ 
 

Caregiver’s Employer: _________________________________________________________________ 
 

IF YOUR MAIN WORK NUMBER DEFERS TO VOICE MAIL, PLEASE LIST AN ALTERNATIVE 
NUMBER.  If family/guardian cannot be reached St. John’s will contact one of the following people on 
your list.  (PLEASE DO NOT LIST VOICE MAIL) 
 

Name: _________________________________ Relationship: _________________________________ 
 

Day Phone: ____________________________ Evening Phone: _______________________________ 
 

 
Name: _________________________________ Relationship: _________________________________ 
 

Day Phone: ____________________________ Evening Phone: _______________________________ 
 
 

Days Attending: MON  TUES  WED  THURS  FRI  Hospital Preference: ___________________ 
 
 

Primary Physician: ___________________________________ Phone: __________________________ 
 

Alternative Physician: _________________________________ Phone: __________________________ 
 

Alternative Physician: _________________________________ Phone: __________________________ 
 

Medicare Number: ___________________________ Medicaid Number: _________________________ 
 

Primary Insurance Name: _________________________________ Group/ID# ____________________ 
 

Supplemental Insurance Name: _____________________________ Group/ID# ___________________ 
 

�  See Reverse for additional information 



 
 
 

St. John’s Adult Day Program 
 

Health Problems: 
� Dementia/Memory Loss     � Seizures 
� Heart Disease      � Blackouts/Fainting 
� High Blood Pressure     � Cancer of ______________________ 
� Lung Disease      � Arthritis 
� Diabetes       � Edema/Swelling 
� Digestive Problems     � Other _________________________ 
� Depression      ________________________________ 
� Recent Surgeries ___________________  ________________________________ 
 
 

Allergies (Food & Medicines):_____________________________________________________ 

_________________________________________________________________ 
 
Client may be given Tylenol as prescribed on the bottle: YES           NO 
 

Please list prescription and non-prescription medications taken regularly. 
 

Medications:   Dose: Times/Day: Medications:   Dose: Times/Day: 

__________________ ____  _______ __________________ ____  ________ 
__________________ ____  _______ __________________ ____  ________ 
__________________ ____  _______ __________________ ____  ________ 
__________________ ____  _______ __________________ ____  ________ 
__________________ ____  _______ __________________ ____  ________ 
__________________ ____  _______ __________________ ____  ________ 
 
Information provide by: 
 

______________________________ ____________________ ______________________ 
Signature     Date    Relationship to Participant 
 

My signature authorizes emergency medical treatment as outlined and for the physician(s) listed 
to verify this information and complete the section below. 
 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
 
 
 

Dear Physician:  This individual has enrolled at St. John’s Adult Day Program.  Please 
verify/correct the above information and return this to us.  Thank you. 
 

This individual is free of communicable disease. � Yes � No 
This individual has had a TB test within the past two years. � Yes � No 
 

Physician’s Signature: ________________________________  Date: ____________________ 
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