Student's Name:

Date of Birth:

Age:

Address:

Home Phone:

Mother's Name:

Place of Employment:

City:
Work Phone:
Home Phone:

Cell Phone:

Father's Name:

Place of Employment:

City:
Work Phone:
Home Phone:

Cell Phone:

EMERGENCY INFORMATION
AFTER SCHOOL PROGRAM
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Physician's Name:

Phone:

Address:

Choice of Hospital
in event of emergency:

Insurance Carrier:

Policy Number:

Allergies: strawberries @ peanuts
bees latex =
other none

Medical Conditions: Asthma Seizures

Diabetes @ Other

Medications child is taking:

Reason:

In the event of an emergency, I ... give my
permission for the staff of St. Stephen After School Program to
obtain medical attention for my child, and

transport via ambulance to the above-named hospital.
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Three (3) local emergency contacts that can pick up your child
from After School Program and/or be notified of an emergency in
the event parents can not be reached.

Name:

Address:

Work Phone:

Home Phone:

Cell Phone:

Relationship to child:

Name:

Address:

Work Phone:

Home Phone:

Cell Phone:

Relationship to child:

Name:

Address:

Work Phone:

Home Phone:

Cell Phone:

Relationship to child:

Parent Signature:

Parent Signature:



