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STUDENT CONTACT AND MEDICAL INFORMATION
 Student Name:________________________________________________________________      Date of Birth:___________                                                         

Mother 's Name:_________________________________       Father 's  Name:____________________________________

  Student 's Home Address:________________________________________________________________________________

  City:_______________________  State:_______  Zip:______________ Tel:__________________________(Type)_________
Home, Cell, Work

  Parent Email Address: (Mom)___________________________________________________________________________

 (Dad)____________________________________________________________________________________________________

 (Other, please specify)___________________________________________________________________________________

  
 MEDICAL INFORMATION

  Allergies:_______________________________________________________________________________________________

  Medications taken regularly:___________________________________________________________________________

  Special Needs/Dangerous Allergies:___________________________________________________________________

  Medicines needed at school for emergencies (Asthma, Epi-Pen, etc.)__________________________________     

_________________________________________________________________________________________________________

    Pr im ary Cont act  in case of   em ergency :

    Nam e     Relat ion

  _________________________________________      _______________      _______-_______-____________(Type) _________
    Home, Cell, Work

 
  IF THE SCHOOL IS UNABLE TO REACH ME IN AN EMERGENCY, PLEASE CALL:

    Nam e      Relat ion

  __________________________________________      _______________      _______-_______-____________(Type)_________
   Home, Cell, Work

  _________________________________________       ________________      _______-_______-____________(Type)________
   Home, Cell, Work

  __________________________________________      ________________      _______-_______-____________(Type)________
    Home, Cell, Work

  Child's Physician __________________________________________________                _______-_______-_____________



    

  Best  way t o cont act  dur ing t he day:

   Call     ________ Phone Number:_________________________________

   Email    _______ Best Email: _____________________________________

  

   

 Em ploym ent

  Mother 's Place of  Employment:

  Name of Business: _____________________________________________________________________________________

  Address:________________________________________________________________________________________________

  Phone Number:_________________________________________________________________________________________

  

  Father 's Place of  Employment:

   Name of Business:_____________________________________________________________________________________

  Address:_______________________________________________________________________________________________

  Phone Number:________________________________________________________________________________________

 Ot her  People in t he Household

  Nam e School or  Place of  Em ploym ent

  __________________________________________________ ______________________________________

  __________________________________________________ ______________________________________

  __________________________________________________ ______________________________________

  __________________________________________________ ______________________________________

  __________________________________________________ ______________________________________

  __________________________________________________ ______________________________________

  __________________________________________________ ______________________________________

  __________________________________________________ ______________________________________

  

 Signat ure:___________________________________________________  Dat e: ________________
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