
Student Emergency Contact & Medical Informa7on 
Student Informa.on 

 

• Student Full Name:  __________________________ 

 

• Preferred Name / Nickname: __________________________ 

 

• Date of Birth:  _________________________ 

 

Emergency Contacts (if parents/guardians cannot be reached) 

 

• Emergency Contact 1 Name: _____________________ 

 

• RelaFonship:  _____________________________ 

 

• Phone (Primary): _______________________ 

 

• Phone (Alternate):  _____________________ 

 

• Emergency Contact 2 Name: ________________________ 

•  

• RelaFonship:  ____________________ 

 

• Phone (Primary):  ________________ 

 

• Phone (Alternate): ________________ 

 

Authorized Pickup 

• People authorized to pick up this child (names & relaFonship): 

 

1. __________________________ 

 

2. ___________________________ 

 

3. ___________________________ 

 

 

 

 



Medical InformaFon 

• Physician: 

 

• Name:  ______________________ 

 

• Phone:  _______________________ 

 

• Preferred Hospital:  ___________________________ 

 

• Health Insurance Provider:  _______________________ 

 

• Policy / Member Number:  _________________________ 

 

• Allergies (food, medicaFons, environmental—list reacFons & severity): 

 

• Current MedicaFons (name, dosage, Fme given at home; note if medicaFon 

needs to be administered during class): 

________________________________________________________________________ 

• Medical CondiFons (asthma, diabetes, seizures, etc. — include details and what 

to do if a condiFon flares): 

• Special Needs / AccommodaFons (mobility, sensory, communicaFon, learning 

needs):_________________________________________________________________ 

• Does the child carry an EpiPen or inhaler? ☐ Yes ☐ No 

• If yes, where will it be kept during class? ______________________ 

Permissions & AuthorizaFons (please iniFal where indicated) 

 

• First Aid / Over-the-Counter MedicaFon: I authorize class staff to administer basic 

first aid and give non-prescripFon medicaFons (e.g., ibuprofen, acetaminophen, topical 

anFbioFc) if needed. IniFals: ______ ☐ Yes ☐ No 

 

• Emergency Medical Treatment: In the event of an emergency, if I cannot be 

reached, I authorize the staff to obtain medical treatment for my child. IniFals: ______ 

☐ Yes ☐ No 

 

• TransportaFon AuthorizaFon: I authorize staff to transport my child to the 

nearest medical facility in an emergency. IniFals: ______ ☐ Yes ☐ No 

AddiFonal InformaFon 

 



• Any behavioral consideraFons or strategies that help your child succeed in group 

se]ngs:  

__________________________________________________________________ 

 

 

AddiFonal Notes:  ___________________________________________________ 

__________________________________________________________________ 

 

 

Printed Name:   ____________________________      DATE Signed: ___________ 

 

Signature:  _________________________________ 

 


