
Student 

Emergency Information

Student Name:  _______________________________    Date:  _______________________

Address:  _________________________  ZIP: ______    Phone:  ______________________

Date of Birth:  _____________________  Social Security Number:  _____________________

If an emergency, illness, or injury should occur at school or a school-related function, please give the names of persons to be contacted:

Name:  ____________________  Relationship to Student:  ______________________

Work Telephone:  ___________   Home Telephone:  _____________

Name:  ____________________  Relationship to Student:  ______________________

Work Telephone:  ___________   Home Telephone:  _____________

English-Speaking?  ___ Yes  ___ No
If No, what language is spoken?  _______________

In case of a serious emergency and we cannot reach one of your contacts, please give the name of your physician or hospital you wish to be called as well as your preference as to an ambulance company:

Physician:  _________________   Telephone:  __________________

Hospital:  __________________   Ambulance:  __________________

Medication student is currently taking:  ___________________________________________

Does the student have a history of:

___  Rheumatic Fever
___  Heart Trouble

___ Epilepsy

___  Kidney Disease

___  Congenital Defects
___  Asthma

___  Tuberculosis

___  Free Bladder

___  Diabetes

___  Allergies  (To What?)  __________________________________

Additional Information:


