STUDENT PICK-UP & EMERGENCY CONTACT INFORMATION
Student’s Name ____________________________________________________
Parent’s or Guardian’s Information:
Please list the order in which parents and emergency contacts should be called in the event of an incident, injury, illness, or emergency. (i.e. If you wish the mother to be called first, list her info first.)
Parent/Guardian______________________________     Home Phone______________________

Address____________________________________      Work Phone______________________

___________________________________________     Cell Phone_______________________

Parent/Guardian______________________________     Home Phone______________________

Address_____________________________________    Work Phone______________________

___________________________________________     Cell Phone_______________________

(Other Than Parent)
Emergency Contact #1_________________________     Phone #1________________________

Address_____________________________________     Phone #2________________________

____________________________________________    Phone #3________________________

(Other Than Parent)
Emergency Contact #2__________________________     Phone #1_______________________

Address______________________________________     Phone #2_______________________

_____________________________________________    Phone #3_______________________

Others authorized to pick up your child. (Must bring picture I.D.)                 Telephone Number

________________________________________________                         ________________

________________________________________________                         ________________

________________________________________________                         ________________

________________________________________________                         ________________

Anyone listed above may pick up my child at any time.     _________YES   _________NO

If (NO), written or verbal permission must be given when someone other than a parent or guardian picks up your child.

                                                                                                                                     (OVER)
Child’s Name __________________________D.O.B.______________________

Medicines Child is on: _______________________________________________

Allergies: _________________________________________________________

What steps should we take if your child develops an allergic reaction?

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

Hospital Preference__________________________________________________

Doctor_______________________________   Phone #_____________________

I have had the opportunity to see and update any and all information listed in my child’s file.

I agree that this list supercedes the list on the original application submitted when my child entered the Center; and that the information I have submitted above is correct and current as of:

______________________                             _____________________________

              (Date)                                                                  ( Signature)
