EMERGENCY MEDICAL TREATMENT FORM
In case of an emergency, the school staff will contact 911.

Every attempt will be made to contact a parent or a designated emergency contact.

Student's Name






Birth Date


Grade



Address








Home Phone





Mother's Name


                                   Work/Cell Phone



_____

Father's Name




             Work/Cell Phone


_________
Student resides with:  ( Mother ( Father ( Both

Emergency Contact and phone number if the parent cannot be reached:

Name









Phone





Past illnesses














Date of Last Tetanus













Allergies (foods, medicines, asthma, insect, etc.) and any specific dietary needs




















Routine Medications and dosages











Other Important Medical History Information
























Current Health Concerns




























Insurance Company





Phone Number






Policy/Group/Employee Number












Physician (Name, Phone, Address)


























I hereby give permission, in an emergency when I cannot be contacted, to take my child to the emergency room of the nearest hospital, and the hospital and its medical staff have my authorization to provide treatment that a physician deems necessary for the well-being of my child.

Parent Signature




Date
