[bookmark: _GoBack]PERMISSION FOR EMERGENCY CARE – SUMMER CAMP PROGRAM 
CHILD’S NAME______________________________________________________ 

ADDRESS_________________________________________________________ 

HOME PHONE NUMBER __________________CHILD’S BIRTHDATE___________ 

FATHER’S NAME________________MOTHER’S NAME______________________

FATHER’S WORK #________________________CELL PHONE_______________
MOTHER’S WORK #_______________________CELL PHONE_______________

EMERGENCY CONTACT INFORMATION (If we are unable to contact the parent(s) 
1. NAME_____________________________RELATIONSHIP________________
ADDRESS____________________________PHONE NUMBER_______________

2. NAME_____________________________RELATIONSHIP________________ 
ADDRESS____________________________PHONE NUMBER_______________

BABYSITTER INFORMATION (If your child receives childcare) 
NAME______________________________ Phone ________________________ 
Address___________________________________________________________ 

THE SCHOOL HAS MY PERMISSION TO CALL MY CHILD’S PHYSICIAN IN AN EMERGENCY WHEN I CANNOT BE CONTACTED. 
Name of Physician____________________________Phone_________________________ 
Address___________________________________________________________ 
Allergy to Medications(specify)_________________________________________________ 
Allergy to Foods(specify)______________________________________________________ 
Chronic Medical Conditions________________________________________________________ 
The school does not administer regular medications and DOES NOT APPLY SUNSCREEN. The school has my permission, in an emergency when I, or my child’s physician cannot be contacted, to take my child, at my expense, to the hospital emergency room deemed appropriate by the rescue squad. The hospital and its medical staff have my authorization to provide the treatment which the physician deems necessary for the well-being of my child. 
Signature of Parent___________________________________Date_____________________


