Last Name: First Name: M ddl e Name:

St udent ID Q ade: SSN

Addr ess: Phone Number : Birthdat e:
Gty/State/Z p: Li sted/Unl i st ed: Homer oom:
ChildcareProvider: ChildcareProvi der Phone:

Peopletocall whenstudent isill, or i ncase of energency:

Rel ationship Nane. Werk Phone ET Enpl oyer Cel | Phone/ Pagef
Mt her

Fat her

St ep Mot her

St ep Fat her

G her 1

Rel ati onship: (Rel ative, Quardi an, etc...)
G her 2

Rel ati onship: (Rel ati ve, Quardi an, etc...)

ChildLiveswith:
_ Mther/Father _ MtherOnly__ Father Only __ Qardian__ Mther/Stepfather _ Father/Stepmother _ G andparents__ Foster Par{g

Quar di anshi p:
_ Mther/Father __ Mther Only__ Father Only__ Qardian___ G andparents___ Foster Parents __ Sel f Supporting__ SharedParentin

Qust ody Papersonfil e(lFAPPLI CABLE):

Non Cust odi al Parent/ Shared Parent Address
Quar di an Name Street dtyStateZp

Ener gency Medi cal Aut hori zati on

PURPCBE: Toenabl e parentstoaut hori zeemergencymedical treat ment for childrenwhobecomei
under school aut hority, whenparentscannot bereached.

khkkkkkkkkk Yw nlﬂggml Ete Beﬂl g[ BQHII khkkkkkkkk*k
Part | (Togrant consent)

Intheevent that reasonabl eattemptstocontact meortheother parent havebeenunsuccessful ,l herebygi vemyconsen
treat ment deemednecessarybyour physi ci anor dentist,orintheeventthatthedesignatedpreferredpractitioner
physicianor dentist,and(2)forthetransfer of thechildtoour preferredhospital oronethatisreasonabl yaccessi
surgeryunl essthemedi cal opi ni onsof twophysiciansor dentists,concurringinthenecessityforsuchsurgery, ar

PreferredDoctor: PreferredDenti st:
PreferredHospital:

Al ergi esandMdi cal Conditions:

Parent Si gnature:

Frxkxkxxx* PART 11 (Refusal toconsent totreatnent) **********
DONOT COWPLETE PART | | | F YOU COVPLETED PART |

| DONOTgi vemy consent f or emergency medi cal treat ment of thechildintheevent ofillnessorinjuryrequiringtre
aut horitiestotakenoaction,orto:

Parent Si gnature:
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