
EMERGENCY INFORMATION / PROCEDURE CARD 
 

(PLEASE PRINT) 
 

Student Name ___________________________________________________________________________ 

   Last    First    Middle 
 

Date of Birth _______________ Grade Level _________________  Sex:  M or F (Circle One) 
 

Home Telephone Number ______________ Cell Phone #1 _____________ Cell Phone #2 _____________ 
 

Home Physical Address _________________________ City / State / Zip Code ____________________ 
 

Mailing Address _______________________________ City / State / Zip Code ____________________ 

 

LOCATION PARENTS OR GUARDIANS CAN BE REACHED IF NOT AT HOME: 
 

Mother: Name _____________________ Location Address: _______________________________ 

  Phone Number 1 ____________ Phone Number 2 ____________  Work Hours: ________ 
 

Father:  Name _____________________ Location Address: _______________________________ 

  Phone Number 1 ____________ Phone Number 2 ____________  Work Hours: ________ 
 

Guardian(s): Name(s) / Relationship: _________________________________________________________ 

  Location Address: _____________________________________________________________ 

Phone Number 1 ____________ Phone Number 2 ____________  Work Hours: ________ 

 

RELEASE:     In case of emergency, accident, or serious illness to the student named on this card in which 

medical treatment is required, I (Parent / Guardian) request the school to contact me.  If the school is unable to 

reach me, my signature below authorizes the school to exercise their own judgment in contacting the physician 

indicated below and to follow his/her instructions.  If this physician is unavailable, the school may make whatever 

arrangements are necessary or transport the student to a hospital emergency room. 

 

Parent / Guardian Signature:  ____________________________________  Date: ___________________ 
 

Parent / Guardian REMARKS:  _____________________________________________________________ 
 

Does this student have any major or unusual health concerns?      Yes______        No______ 
 

If yes, please specify _____________________________________________________________________ 
 

List Allergies or Other Conditions / Concerns __________________________________________________ 

 

NOTE TO PARENTS:   For a student to receive any medication for headaches, toothaches, nausea, etc., a 

family may provide a sealed bottle of pain and/or nausea relief to the school with a signed note from you indicating 

appropriate dosage(s) for the student.  Other than band-aids and mild ointment, the school does not provide medications.  

Due to Reyes Syndrome, we will not dispense aspirin to any student. 

 

Local Physician’s Name: _______________________________________________________________ 
 

Physician’s Address:  _______________________________________________________________ 
 

Physician’s Office Phone: ___________________ Other Phone: ___________________ 

 

IMPORTANT NOTE:   Please notify school officials at 488-2328 or Cindy Plant at 488-2273 immediately concerning 

changes to any information listed on this card. 



 


