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EMERGENCY INFORMATION
EMERGENCY MEDICAL TREATMENT RELEASE FORM

Student’s Name Birthdate

Student Address

City Zip Resident District

Home Phone # Cell Phone # ! Pager #

Resides With Student Social Security #

School Fgogrm Disability Diagnosis

Father’s Name A Address ‘ Phone

Place of Employment Work Phone______ Cell Phone/Pager

Mother’s Name Address : Phone

Place of Employment Work Phone Cell Phone/Pager #

Guardian’s Name (if other than parent) Phone

Address City/Zip Cell Phone/Pager #
SPECIAL PHYSICAL CONCERNS

Student’s Medications with Dosage and Times given {Include Medications given at Home)

Activity Limitation (explain) Additional Health Concerns

Seizure Disorder: Yes No Allergies: Yes No Allergy to

Special Adaptive Devices (eyeglasses, braces, wheelchair, etc.)

IN CASE OF EMERGENCY AND NO ONE CAN BE REACHED AT HOME OR BUSINESS,
CALL ONE OF THE FOLLOWING:

Relative Home Phone Work Phone

Address -

Relative N Home Phone Work Phone -
Address k
Friend , ' Home Phone Work Phone

Address . '

Sitter/Daycare Phone

Address

Physician Phone Hospital Preference

Insurance Company Medicaid #

If an emergency arises while the above named smdeﬁt is participating in his/her education program, you are anthorized on my behalf and at my
account to take such measures and arrange for such medical and hospital treatment as you may deem advisable for the health and well being of the
student. In case of emergency you have my permission to transport my son/daughter home by special education bus or personal car.

Signature of Parent/Guardian/Surrogate : . Date

This form is not valid if not compieted, signed and dated.
8/01 .




