EMERGENCY INFORMATION CARD

and AUTHORIZATION FOR MEDICAL TREATMENT Teacher:
Students’s Name Grade: Bus No.
I - — Student’s Birthdate:
. Home Phone No. :
911 Address - .
(Coy) (Gmw)  Mother's Cell Phone #:
Mother: P ——— Father’s Cell Phone #:
Maother’s Work Phone No Student’s Cell Phone #:
Father: = Student Resides with:
pro— {J Documents on File [ Provisional
Father's Work Phooe No. 0 Court Appointed Legal Guardian
. Phone: D:
Name (Radative / Frisnd)
Name: T Phone: ID:
Name: e Phone: ID:
(Relztive / Friend)
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SIGNATURE OF PARENT / LEGAL GUARDIAN:

Date:
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Q Diabetes: Q Non-insulin Dependent Q Insulin Dependent
Q) Hearing Deficit (hearing loss / hearing aids)

Q Heart Condition

J Hemophiliac

[J Other:

MEDICAL INFORMATION:
(Check only if condition present or recurring,)
O ADD / ADHD
(J Allergy Type:
Degree: O Seasonal QO Mild 0 Moderste O Severe
() Asthma: Number of .
0o-1 0Q2-4 0O5-8 0QO8-12 Q13+
Q Blood Disorders

Explain any medical condition checked

Does the student take sany medication(s) at home?

Please List:

(3 Neurological / Muscular Disorders
{J Seizures O Grand Mal Q Petit Mal O Other:

Is medication to be administered at school?

How frequent? ___ Last Seizure:

QI No U Yes Name of Medication / Type / Time:

Medication(s)?

Medication(s) at school?

Q Sickle Cell Anemia
0 Vision Deficit(s):

Physician Name / Phome:__
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