
EMERGENCY FORM (Please Print) 
 
STUDENT NAME ____________________________________________________________________  GRADE  ________ 
 Last First 
           ____________________________________________________________________ GRADE  ________ 
 
           ____________________________________________________________________ GRADE  ________ 
 
ADDRESS _______________________________________________________ HOME PHONE  _________________________ 
 
BEST E-MAIL ADDRESS TO CONTACT PARENT  _____________________________________________________________ 
 
MOTHER’S NAME ______________________________________________ MOBILE PHONE  ________________________ 
 
PLACE OF EMPLOYMENT __________________________________ WORK PHONE __________________Ext. __________ 
 
FATHER’S NAME _______________________________________________ MOBILE PHONE  ________________________ 
 
PLACE OF EMPLOYMENT __________________________________ WORK PHONE __________________Ext. __________ 
 
MY CHILD(REN) IS COVERED BY FAMILY INSURANCE: YES _____ NO _____ 
 
COVERAGE BY _________________________________________________  SCHOOL INSURANCE:  YES ____ NO  _____ 
 
LIST TWO NEIGHBORS OR NEARBY RELATIVES WHO WILL ASSUME TEMPORARY CARE OF YOUR CHILD(REN) IF YOU 
CANNOT BE REACHED. 
1. NAME ________________________________________________________  RELATIONSHIP  ______________________ 
           

ADDRESS ___________________________________________________________  PHONE  _______________________ 
 
2. NAME ________________________________________________________  RELATIONSHIP  ______________________ 

 
ADDRESS ___________________________________________________________  PHONE  _______________________ 

 
 
PLEASE READ CAREFULLY   IN CASE OF ACCIDENT OR SERIOUS ILLNESS, I REQUEST THE SCHOOL TO CONTACT ME.  IF 
THE SCHOOL IS UNABLE TO REACH ME, I HEREBY AUTHORIZE THE SCHOOL TO CALL THE PHYSICIAN INDICATED 
BELOW AND TO FOLLOW HIS INSTRUCTIONS.  IF IT IS IMPOSSIBLE TO CONTACT THE PHYSICIAN, THE SCHOOL MAY 
MAKE WHATEVER ARRANGEMENTS SEEM NECESSARY. 
 
SIGNATURE OF PARENT OR GUARDIAN ______________________________________  Date  ______________________ 
 
ALLERGIES  _____________________________________________________________________________________________ 
 
OTHER CONDITIONS  ____________________________________________________________________________________ 
 
REMARKS  ______________________________________________________________________________________________ 
 
LOCAL PHYSICIAN’S NAME _________________________________________ LOCATION  _________________________ 
 
OFFICE PHONE _______________________________________  EXCHANGE  _____________________________________ 
 
HOSPITAL PREFERRED (IF POSSIBLE)  ______________________________________________________________________ 
 
 
PLEASE READ CAREFULLY AND MARK PREFERENCE. 
_____  I GIVE PERMISSION TO THE SUPERINTENDENT/SECRETARY TO GIVE MY CHILD(REN) TYLENOL WITHOUT 

CALLING ME.  (We only have Tylenol products.)             
 _____ EXTRA STRENGTH _____REGULAR STRENGTH _____CHILDREN/ JUNIOR STRENGTH CHEWABLE 
 
_____  I DO NOT WANT THE SUPERINTENDENT/SECRETARY TO GIVE MY CHILD(REN) TYLENOL BEFORE CALLING ME. 
 
 Signature ______________________________________________   
  


