Please Emergency Information Card
Print
Student
Name Sex:
Last First
Home Address Home Phone
Address where parents can be reached: Phone
Mother
Father

List neighbors or nearby relatives who will temporarily care for your child in case you cannot be reached.

Please Emergency Information Card
Print
Student
Name Sex:
Last First
Home Address Home Phone
Address where parents can be reached: Phone
Mother
Father

List neighbors or nearby relatives who will temporarily care for your child in case you cannot be reached.

Please Emergency Information Card
Print
Student
Name Sex:
Last First
Home Address Home Phone
Address where parents can be reached: Phone
Mother
Father

List neighbors or nearby relatives who will temporarily care for your child in case you cannot be reached.




EMERGENCY INFORMATION CARD
PLEASE MAKE SURE TO FILL OUT BOTH SIDES

PRINT STUDENT’S NAME DOB__ /| |/
LAST FIRST SEX

Student’s Cell # Student’s email address

HOME ADDRESS HOME PHONE

MOTHER’S NAME MOTHER'S CELL # MOTHER WORK #

FATHER’S NAME FATHER'S CELL # FATHER’S WORK#

LIST 2 NEIGHBORS OR RELATIVES WHO HAVE YOUR PERMISSION TO SIGN YOUR CHILD OQUT
OF SCHOOL OR CARE FOR YOUR CHILD IN CASE OF EMERGENCY.,

NAME ADDRESS PHONE # RELATIONSHIP

NAME ADDRESS PHONE # RELATIONSHIP

OPERATIONS OR SERIOUS INJURIES(DATES)

CHRONIC OR RECURRING ILLNESS OR MEDICAL CONDITION

THE STUDENT IS UNDER THE CARE OF A PHYSICIAN FOR THE FOLLOWING CONDITION(S)

CURRENT TREATMENT

CURRENT MEDICATIONS

I GIVE PERMISSION TO GIVE MY CHILD TYLENOL vEs LI no



DATE

THIS HEALTH HISTORY IS CORRECT SO FAR AS [ KNOW, AND THE PERSON HEREIN DESCRIBED HAS
PERMISSION TO ENGAGE IN ALL PRESCRIBED ACTIVITIES EXCEPT AS NOTED.

AUTHORIZATION FOR TREATMENT:

1 HEREBY GIVE PERMISSION TO THE MEDICAL PERSONNEL SELECTED BY THE SCHOOL TO ORDER
X-RAYS, ROUTINE TESTS, TREATMENT; TO RELEASE ANY RECORD

NECESSARY FOR INSURANCE PURPOSES; AND TO PROVIDE OR ARRANGE NECESSARY RELATED
TRANSPORTATION FOR ME/OR MY CHILD. IN THE EVENT I CANNOT BE REACHED IN AS EMER-
GENCY, | HEREBY GIVE PERMISSION TO THE PHYSICIAN SELECTED BY THE SCHOOL TO SECURE
AND ADMINISTER TREATMENT, INCLUDING HOSPITALIZATION, FOR THE PERSON NAMED ABOVE,

NAME OF INSURED

HEALTH INSURANCE CO.
ID #
Physician’s Name Phone #

Signature of Parent Date

Please submit a copy of vour insurance card (both sides) in order to ensure that we

are able to get treatment for you child in case of an emergency.




