New Horizons Preschool Disaster Release Information

Child’s Name:  ____________________________________________________________________________





(Last Name)




(First Name)

Home Address:  ____________________________________________________________  Zip ___________________

Parent / Guardian:  ________________________________________________________________________________

Relationship __________   Primary Phone:  ____________________  Alt Phone:  ________________________

Parent / Guardian:  _______________________________________________________________________________

   
Relationship __________  Primary Phone:  ____________________   Alt Phone:  ________________________
Child’s Physician & Phone:  ________________________________________   Pref Hospital:  ____________________

I designate the following people to whom my child may be released (please list at least one contact):
Name:  __________________________   Phone 1:  _____________________  Phone 2:  _______________________ 

Name:  __________________________   Phone 1:  _____________________  Phone 2:  _______________________ 
Name:  __________________________   Phone 1:  _____________________  Phone 2:  _______________________ 

Name:  __________________________   Phone 1:  _____________________  Phone 2:  _______________________ 
Name:  __________________________   Phone 1:  _____________________  Phone 2:  _______________________ 
Name:  __________________________   Phone 1:  _____________________  Phone 2:  _______________________ 
Emergency Contact 

Outside of Alaska:  Name:  ________________________________  Phone #’s:  __________________________________

I hereby grant permission for the Director or Acting Director to take whatever steps may be necessary to obtain emergency medical care for my child if warranted.  These steps may include, but are not limited, to the following:


1. Attempt to contact a parent or guardian.

2. Attempt to contact the child’s physician.

3. Attempt to contact parent/guardian through any of the persons listed on the emergency information form.

4. If parents or child’s physician cannot be contacted, preschool staff will do any or all of the following:  a) call another physician, b) call 911, c) have child transported to an emergency hospital in the company of a staff member.

5. Any expenses incurred under 4, above, will be the responsibility of the child’s family.

Food or Other Allergies:  __________________________________________________________________________

Medical Alert/Health Concerns:    ____________________________________________________________________

I authorize Emergency Medical Treatment of my child:                 Yes        No


_______________________________________________
______________________________

Signature of Parent or Guardian                                       

 Date

SIGNATURES IN CASE OF DISASTER:


_______________________________________________
______________________________

Signature of person taking child                                       

Phone number


_______________________________________________
________________   _____________
Signature staff member releasing student                                       

Date  

          Time  

