
 need  arise,  the  following  information  may  be  given  t o  any 

healthcare  provider:  

PARTICIPANT 
Name: 

Permanent Address:   

Allergies: 

Pre-existing Conditions: 

EMERGENCY CONTACTS 
Name: 

Phone: Daytime Cellular 

Name: 

Phone: Daytime Cellular 
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Name: 

Phone: 

I have read and understand  the above  Authorization  for  Medical  Treatment:  Sciences  
Western New England University 

1215 Wilbraham Road  

Springfield, MA 01119 

healthprofessions@wne.edu  

 

Phone: 413-79 6-2������

mailto:healthprofessions@wne.edu

