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[bookmark: _GoBack]Student 1 first, last:_______________________________________ Class:____________________ DOB:____________________
Student 2 first, last:_______________________________________ Class:____________________ DOB:____________________
Student 3 first, last:_______________________________________ Class:____________________ DOB:____________________
Student Lives With (Circle):   Mother    Father	 Other	(describe)________________________________________ 
Students Address:________________________________________________City _______________________zip__________________________
In case of illness, who should be contacted first? (circle) Mother Father Other:_______________________
Mother/Guardian Information
Name: First:____________________________________________________ Last_____:___________________________________________________
Home Address (if different from above)__________________________________________________________________________________
Place of Employment:_____________________________________________________address_________________________________________
Phone Numbers: Cell:_______________________________ Work: __________________________ Home:_____________________________
Email Address:________________________________________________________________________________________________________________
Drivers License Number____________________________________________________State___________________________________________
Father/Guardian Information
Name: First:____________________________________________________ Last:________________________________________________________
Home Address (if different from above)__________________________________________________________________________________
Place of Employment:_____________________________________________________address_________________________________________
Phone Numbers: Cell:_______________________________ Work: __________________________ Home:_____________________________
Email Address:_______________________________________________________________________________________________________________
Drivers License Number____________________________________________________State___________________________________________
Persons Authorized to Pick Up Child (Besides above)
Under no circumstances will the child be released to anyone not known to the school without written permission from the parents.
Name: Last:_____________________________ First:____________________________________ Relationship:____________________
Address_______________________________________ Phone (circle): Home/Cell:__________________________________________
Name: Last:_____________________________ First:____________________________________ Relationship:____________________
Address_______________________________________ Phone (circle): Home/Cell:__________________________________________
SPECIFIC PERSONS NOT AUTHORIZED TO PICK UP CHILD (legal forms may be needed)
Name: Last:______________________ ___________ First:______________________________ Relationship:______________________________
Emergency Contact Person in addition to parents on front (optional)
Name: Last:_________________________________ First:________________________________ Relationship:_____________________________
Full Address:_____________________________________________________ Cell Phone: __________________Other phone_______________
Medical Information:
Allergies (if any): ______________________________________________________________________________________________________________
Chronic Medical Condition(s) (eg. Diabetes, Asthma)____________________________________________________________________
Medication(s) student is currently taking:_________________________________________________________________________________
Is medication needed at school? ___________If yes explain and ask for medication form. ____________________________
Hospital Preference: Name:________________________________________ Address:__________________________________
Doctors Name:______________________________________________________ Phone:__________________________________________________
Address:______________________________________________________________City, State______________________________________________
Medical Insurance Company:________________________________ Policy Number:________________________________
Dentist’s Name:_______________________________________________ Phone Number:________________________________
Full Address:______________________________________________________________________________________________________
MEDICAL AUTHORIZATION
I give the school my permission to take my child to a hospital to receive emergency treatment. I hereby consent to any x-ray examination, medical or surgical diagnosis or treatment, and hospital care to be rendered to my child under the general or direct supervision and upon the advice of a physician and surgeon licensed under the provisions of the Medical Practice Act. I also consent to any x-ray examination, anesthetic, dental, or surgical diagnosis or treatment, and hospital care to be rendered to my child be a dentist under the provisions of the Dental Practice Act. I understand that this is only in an extreme emergency and when the parent or legal guardian cannot be reached. I understand that I am responsible for any expenses incurred by the medical and/or dental diagnosis or treatment. I agree to pick up my child if he/she is sick or injured. If I cannot be reached, the above emergency contact can be called to pick up my child. 
All information is correct. I understand that I must keep my child’s records up to date with current info.
Signature__________________________________________________         Update Signature_______________________________________________ 
Printed name__________________________________________Printed name____________________________________________
Date__________________                                                   Updated Date________________  
