Child/Participant Record     



________________________________________     	_____   		 ___________________
Child’s Full Name 					 Sex 		Birth date

__________________________	_____________	_______________________________
Street Address 	(City, State, Zip)

___________________________________		__________________________________	 
First Day of Attendance 				Last Day of Attendance

__________________________________________________		___________
[bookmark: _GoBack]Name of School							 	Grade


EMERGENCY INFORMATION

_____________________________________________________________________________________

____________________________________________________________________________________
Allergies and intolerance to food, medications, or other substances.  Actions to take in emergency situation.

____________________________________________________________________________________

____________________________________________________________________________________
Chronic Physical Problems/Diseases; Pertinent Development Information; Special Accommodations Needed; Special Instructions to Provider

________________________________________	_______________
Father’s Full Name 					Phone 

_____________________________________________		______________________________
Father’s Employer’s Address (Street Address) 			Father’s Work Phone

_____________________________________________
Father’s Home Address (Street Address) (enter “Same” if address is the same as the child’s)

_______________________________________		________________
Mother’s Full Name 					Phone

_____________________________________________		______________________________
Mother’s Employer’s Address (Street Address) 			Mother’s Work Phone

_____________________________________________
Mother’s Home Address (Street Address) (enter “Same” if address is the same as the child’s)








__________________________________________________________________
Child’s Physician Office Address (Street Address) Phone

____________________________________________		______________	_____________
City 								State 			Zip

__________________________________________________________________
Name of Child’s Medical Insurance Policy Number

__________________________________________________________________
Name of Emergency Contact if Parent(s) Cannot Be Reached Street Address Phone

____________________________________________		_______________	_____________
City 								State 			Zip

__________________________________________________________________
Name of Emergency Contact if Parent(s) Cannot Be Reached Street Address Phone

____________________________________________		_______________	_____________
City 								State 			Zip


EMERGENCY MEDICAL AUTHORIZATION


I authorize ____________________________________________ to obtain immediate care and consent 

to emergency medical Name of Licensed Provider procedures upon, the hospitalization of, the 

performance of necessary diagnostic tests upon, the use of surgery on, and/or the administration of drugs 

to ______________________________________ if an emergency occurs and I cannot be located 

immediately. Name of Child It is also understood that this agreement covers only those situations which 

are true emergencies and only when I cannot be reached. Otherwise I expect to be notified immediately. 



____________________________________________________		______________________ 
Signature of Parent 							Date 



The child’s Emergency Information and the Emergency Medical Authorization must be made available to a physician, hospital, or emergency responders in the event of a child's illness or injury. 
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