St. Mary’s Christian School

Emergency Medical Information

Date:_______________

Child’s Name:_____________________________________ Date of Birth________________

Address:________________________________________ Home Phone:________________

City:______________________________ State:___________ Zip Code:________________

Mother’s Name:_______________________ Wk Phone:_____________ Cell Phone_____________

Employer:___________________________ Phone:_____________ how far away?______________

Work Address:_______________________________ Title & Department:______________________________

Father’s Name:__________________________ Wk Phone:____________ Cell Phone__________

Employer:_____________________________ Phone:___________ how far away?______________

Work Address:____________________________ Title & Department:___________________________

1st Emergency Contact Name:________________________________________________Phone_______________________

2nd Emergency Contact Name:______________________________ Phone:______________________

Physician’s Name:_______________________________________Phone:______________________
Clinic or Hospital:___________________________________________ Phone:______________________

Date of last Tetanus Immunization:__________________

Any known Allergies: (Please be specific)__________________________________________________

What reactions does the student have?____________________________________________________

Medications: (Please be specific)_____________________________________________________________

_________________________________________________________________________________
Will we need to keep medicine in the Health Center for this student:________________________________

Name of medication and doseage:_____________________________________________________________

Medical Conditions:_________________________________________________________________________

________________________________________________________________________________
Does the family have a history of a specific illness: (ie seizures)______________________________________
_____________________________________________________________________________
Medical Insurance:
Carrier:_____________________________________________________________________
Address:__________________________________________________________________________________

City:_______________________________ State:______________ Zip Code:_________________
Subscriber Name:________________________ Group/Acct No.:___________________ Eff. Date:__________
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Authorization for Medical and/or Surgical Treatment

I__________________________________, being the natural parent or legal guardian of ______________________________________________________________
Hereby give my permission for my child to be given emergency treatment to include first aid and/or CPR by a trained and qualified staff member of St. Mary’s Christian School, or the local rescue unit.

I further authorize and consent to medical, surgical, and hospital care, treatment, and procedures to be performed for my child by a licensed physician or hospital when deemed immediately necessary or advisable to safeguard my child’s health in the event I cannot be contacted.  I waive my right of informed consent to such center for treatment should an accident or illness require immediate medical attention.

I acknowledge it is my responsibility to keep this medical emergency information and all other information concerning my child current throughout my child’s enrollment at St. Mary’s Christian School.

Parent/Guardian Signature:___________________________________ Date:____________

Please list three people we could call to be responsible for your child in the event of an illness, accident, or emergency when neither parent can be reached:


Name


Relationship
Home Phone
Work Phone
Cell Phone

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


We require written permission by a parent or guardian prior to releasing any child from our facility.  Please list those people authorized to pick up your child on any occasion.

1.__________________________________  2._________________________________

3.__________________________________  4._________________________________________
Is there anyone who is not authorized to pick up your child as a result of court rulings?

(Please submit legal documentation)

______________________________________________________________________

Parent Signature:________________________________________________Date:____________________
Parents are reminded that St. Mary’s Christian School and Church Staff may not administer any medication of any kind, to include over the counter and prescription preparations to any student without original written Physician’s Order to Dispense Medication on file.  The medication must be in its original container.  This does not preclude parents from administering medication during school hours on school premises.

_____________________________________Parent initials
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