Emergency Medical Information Form
Class Period _________

Name __________________________
Home Phone # _______________________

Grade Level ________


Principal ____________________________

Home Address____________________

________________________________

Mother’s Name___________________
Father’s Name _______________________

Work Place______________________
Work Place _________________________

Work Phone # ___________________
Work Phone # _______________________

Email address ___________________
Email address _______________________

Signed Safety Contract ______

Allergy and Medical Statement

Please indicate if your son/daughter has any allergies or other medical problems that you would like to share with your child’s teacher.

Allergies: ________________________________________________________________________________________________________________________________________________

Other: ________________________________________________________________________________________________________________________________________________

Wear contact lens:   Yes ______ No ______

In case of an emergency, I hereby authorize the physician selected by school personnel to provide the necessary medical treatment for my child.

Signature __________________________   Date ________________

Print Name _______________________________

