
Woodbridge Play-Care
INOVA 

Authorization for Emergency Treatment

Annandale Play-Care, Inc, 
5100-A Ravensworth Rd 
Annandale VA, 22003 

I, _________________________________, hereby authorize Annandale Play-Care, 
      (Parent / Legal Guardian) 

Inc. to obtain immediate care for _________________________________ if an 
      (Child’s / Dependent’s Name) 

emergency occurs when he/she cannot be located. 

I authorize any Physician member of the Department of Emergency Medicine of INOVA, 
Potomac Hospital, Fairfax, Fair Oaks, or any member of The Medical Staff of the above 
mentioned hospitals requested by The Department of Emergency Medicine Physician, 
to render Medical, treatment, which is his/her judgement may be deemed necessary in 
the care of __________________________. 

  (Child’s / Dependent’s Name) 

Child’s Date of Birth:  ____________________________________ 

Child’s Allergies (If Any): _________________________________ 

Child’s Doctor: __________________________________________ 

Family Doctor: ___________________________________________ 

Medicines Child is taking: __________________________________ 

Child’s Last Tetanus Shot: __________________________________ 

Outstanding Medical History (Ex. Diabetes, Heart Disease, 
etc…)_____________________________________________________________________ 

ATTENTION: If your child has a medical condition and/or requires the administration of 
medication by an APC representative , please complete the associated MAT Emergency 
Action Plan (Asthma, Anaphylaxis/Severe Allergic Reaction) and/or Medication 
Authorization form(s).  



Woodbridge Play-Care 
INOVA 

Authorization for Emergency Treatment

Annandale Play-Care, Inc. 
Woodbridge Play-Care 
1431 F St. 
Woodbridge, VA 22191

INSURANCE INFORMATION 

Insurance Company Name:  ____________________________________ 

Insurance Policy Number: _________________________________ 

Policy Holder’s Name: __________________________________________ 

Policy Holder’s Place of Employment: ___________________________________________ 

Policy Holder’s Phone Number: __________________________________ 

All parents/guardians are responsible for maintaining this consent form as it cannot be 
maintained by the hospital. 

SIGNATURES 

____________________________________    __________   

  Mother / Legal Guardian            DATE 

____________________________________    __________   

     Father / Legal Guardian         DATE 

____________________________________    __________   

     APC Rep. or Administrator       DATE 
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