STUDENT EMERGENCY INFORMATION 2018-2019 (Per Student)
A Copy Will Be Provided To Emergency Personnel Upon Ambulance Transport

Student Name___________________________________________Date of Birth__________________                Male                      Female

Address___________________________________________________________________________________Phone_______________________
						City                                                                       Zip Code

Mother’s Name_______________________________________________Cell #________________Business #________________Ext.__________

Father’s Name________________________________________________Cell #________________Business #________________Ext.__________


Preferred Hospital_______________________________________________________________________________________________________


IN  EMERGENCY (AND PARENT CANNOT BE REACHED)  NOTIFY

I authorize the following people to pick up my child at St. Charles and/or be notified in the event I cannot be reached.

Name_______________________________________________Home Phone_________________Cell #________________ Bus. #______________

Address______________________________________________________Relationship to Child__________________________________________


Name________________________________________________Home Phone________________Cell #_______________Bus. #_______________

Address____________________________________________________Relationship to Child___________________________________________

DO NOT RELEASE MY CHILD TO THE FOLLOWING PEOPLE 
*If birth parent is listed a current restraining order must be on file in the school office.

Name________________________________________________Relationship:______________________________________________________

Name________________________________________________Relationship:______________________________________________________

Please check any of the boxes below which describe a health problem your child has which might require attention at school and note
type/description and special needs required.  If your child has no such health problems, check “none of the above”.

⁬  Blood Disease  Type___________________Special Needs____________________________________________________

⁬  Cardiac Type________________________Special Needs_____________________________________________________
⁬  Diabetes   Medication__________________________Special Needs____________________________________________
____________________________________________________________________________________________________

 ⁬ Severe Food Allergy Type___________________________Reaction_____________________________________________
Special Needs_______________________________________________________________________Epi -Pen Required? _____
⁬  Digestive Disorder	Type_______________Special Needs_____________________________________________________
⁬  Hearing Impairment	Describe_____________________________SpecialNeeds____________________________________
⁬  Insect Sting AllergyType____________________Reaction_____________________________________________________
 Special Needs___________________________________________________________________   Epi-Pen Required? ____
 ⁬ Orthopedic Problems	Type____________________________Special   Needs_______________________________
      Respiratory Problems   Type____________________________Special Needs______________________________________
 ⁬  Seizure Disorder	Type_____________________________Medication_________________________________________
   Special Needs________________________________________________________________________________________
 ⁬  Urinary/Kidney Disorder  Type____________________________Special Needs____________________________________
 ⁬  Vision Impairment	Describe______________________________Special Needs___________________________________
 ⁬  Drug Allergy    Medication____________________________Special Needs________________________________________
 ⁬  Asthma	Medication: In office________  With Student_________         Describe___________________________________________________________________________________________________
     Serious Illnesses/Injury  Describe_______________________________Special Needs________________________________
 ⁬ Skin Problems  Describe___________________________Special Needs___________________________________________
 ⁬ Other Health Problems   Describe___________________________Special Needs___________________________________

     NONE OF THE ABOVE
                STUDENT EMERGENCY PLAN ON FILE-students with health issues that may require emergency treatment (epi-pen etc.) are required to 
		have a current Emergency Plan on file in the school office

Please use space provided on back to list additional information necessary to keep your child safe.
Please Complete Back Side of Form:

Additional information:










______________________________________________________________________________________________

Emergency Authorization

⁭     I authorize transportation for my child in case of an emergency.
⁭     I authorize the staff of St. Charles to procure surgical, medical, hospital or dental care for my child in the event of injury or illness     if I cannot be contacted to make arrangements for such treatment.  It is understood by me that the expense of this service will be accepted by me.
⁭     I do not authorize the staff of St. Charles to oversee any medical treatment in my absence.
⁭      I authorize ______________________________________to assume responsibility for my child in the event of a school disaster when I cannot be there.


Insurance Carrier______________________________________________________Number__________________________________________________

Name of Doctor_______________________________Phone Number_________________Dentist________________________________Phone Number_________________


I understand that the disclosure of the information contained on this form will be provided to St. Charles staff and / or emergency personnel on an as needed basis to protect the health and safety of my child.  I signify that all information is correct and that I will update it as necessary.  I understand that St. Charles school is immune from liability in the event that the information contained on this form is incorrect and that it is the sole responsibility of the parent/guardian to update the student’s medical information.







Parent Signature_____________________________________________________________________________Date__________________
 


