
Emergency Medical Authorization & 
Treatment Consent

Stem for You LLC, doing business as STEM4U ("STEM4U," "we," "us," "our")
21690 Red Rum Dr #182, Ashburn, VA 20147

In the event of illness or injury during a STEM4U program, we want to act quickly and in your child’s best interest. 
Please complete this form and keep your child’s information current.

Participant & emergency contacts
Participant (child) full name:  ______________________________________

Date of birth:  ______________________________________

Parent / Guardian 1 — name and phone:  ______________________________________

Parent / Guardian 2 or alternate emergency contact — name and phone:  
______________________________________

Primary physician — name and phone:  ______________________________________

Preferred hospital (optional):  ______________________________________

Health insurance provider & policy # (optional):  ______________________________________

Medical information
Allergies (food, medication, environmental):  ______________________________________

Medical conditions (e.g., asthma, epilepsy, diabetes):  ______________________________________

Current medications:  ______________________________________

Anything else our staff should know:  ______________________________________

Consent for care
I authorize STEM4U staff to administer basic first aid to my child if needed. In the event of a medical emergency, if 
I and my emergency contacts cannot be reached, I authorize STEM4U staff to call 911 / emergency medical services 
and to obtain emergency medical treatment for my child, including transportation to a medical facility. I understand 
that STEM4U staff are not medical professionals and will act in good faith.

Emergency medication authorization
As a general rule, STEM4U staff do not administer routine medication. If your child may need EMERGENCY 
medication during a program (for example, an asthma inhaler or an epinephrine auto-injector / “EpiPen”), please 
complete this section so we can respond appropriately.

Emergency medication(s) my child may need:  ______________________________________

When / how it should be used (symptom or trigger, dose):  ______________________________________

Where the medication is kept (e.g., in my child’s bag):  ______________________________________

Please choose one or both, as applicable:

[   ]   My child is old enough and permitted to carry and self-administer this medication.

[   ]   I authorize designated STEM4U staff to help my child use this emergency medication as described above, and 
to call 911.



I will provide the medication, properly labeled, and keep it current. I understand STEM4U staff are not medical 
professionals; any assistance is limited to a good-faith response to an emergency and to the written instructions I 
provide. This authorization does not obligate STEM4U to have staff trained in a specific medication; STEM4U will 
tell me if it cannot accommodate a specific medication need.

Financial responsibility
I understand that I am responsible for all costs of medical treatment, transportation, and care provided to my child.

By signing below, I certify that the information above is accurate and I consent to the terms of this 
Emergency Medical Authorization.

Participant (child) name:  ________________________________________

Parent / Guardian name (print):  __________________________________

Parent / Guardian signature:  ____________________________    Date:  ________________

If the participant is 18 or older and enrolling as an adult, the participant may sign here instead of a parent/guardian:

Adult participant signature:  ____________________________    Date:  ________________


