EMERGENCY CARD

____________________________						____________________		
Child’s Name									Birth Date			
IN CASE OF AN EMERGENCY CONTACT:

Parent 1: ___________________ 		______________		_______________		____________	Text ? yes or no	
		Name			Primary Phone		Secondary Phone	Email	              Please circle one

Parent 2:    ____________________		______________		_______________		____________	Text ? yes or no
		Name			Primary Phone		Secondary Phone	Email	             Please circle one

Other: ______________________ 		______________		_______________		____________	Text ? yes or no
Name	/Relationship to student		Primary Phone		Secondary Phone	Email	             Please circle one
	     

ALLERGIES: __________________________________________________________________
(food, drink, animals, etc.)
MEDICATIONS: _______________________________________________________________

Emergency Hospital Preference: ________________________________________________________
Doctor: _____________________________________________  	Phone: ___________________________

MEDICAL EMERGENCY TRANSPORATION AND TREATMENT AUTHORIZATION
In an event that our child _________________________________ is injured or becomes ill and/or needs
medical attention for any reason whatsoever and I (we) cannot be contacted, this authorization will serve as our request and authority for the staff of Webster Hills to call a private ambulance service for the purpose of transporting my child to the hospital, doctor or to the proper medical facility, and that I (we) authorize any and all medical treatment provided to our child.
____________________________________________________			____________________________
Parent 1/Guardian Signature						Date
____________________________________________________			____________________________
Parent 2/Guardian Signature						Date

EMERGENCY CARD
____________________________						____________________		
Child’s Name									Birth Date			
IN CASE OF AN EMERGENCY CONTACT:

Parent 1: ___________________ 		______________		_______________		____________	Text ? yes or no	
		Name			Primary Phone		Secondary Phone	Email	              Please circle one

Parent 2:    ____________________		______________		_______________		____________	Text ? yes or no
		Name			Primary Phone		Secondary Phone	Email	             Please circle one

Other: ______________________ 		______________		_______________		____________	Text ? yes or no
Name	/Relationship to student		Primary Phone		Secondary Phone	Email	             Please circle one
	     

ALLERGIES: __________________________________________________________________
(food, drink, animals, etc.)
MEDICATIONS: _______________________________________________________________

Emergency Hospital Preference: ________________________________________________________
Doctor: _____________________________________________  	Phone: ___________________________

MEDICAL EMERGENCY TRANSPORATION AND TREATMENT AUTHORIZATION
In an event that our child _________________________________ is injured or becomes ill and/or needs
medical attention for any reason whatsoever and I (we) cannot be contacted, this authorization will serve as our request and authority for the staff of Webster Hills to call a private ambulance service for the purpose of transporting my child to the hospital, doctor or to the proper medical facility, and that I (we) authorize any and all medical treatment provided to our child.
____________________________________________________			____________________________
Parent 1/Guardian Signature						Date
____________________________________________________			____________________________
Parent 2/Guardian Signature						Date
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