DOMINION CHRISTIAN SCHOOL
             STUDENT EMERGENCY CARE CARD                  Grade _____________

Student Name ___________________________________________________Date of Birth __________________
                           (Last)                          (First)                (MI)

Address _____________________________________________________________________________________
                  (Street)                                                        (City)                         (State)         (Zip)

Name of Parent(s):

Mother Telephone _______________________________ 	Business Telephone __________________________
	
E-mail:  ______________________________________________________

Father Telephone _______________________________ 	Business Telephone __________________________

E-mail:   ______________________________________________________ 	

Emergency Contact:

(1) _________________________________________________________________________________________
          (Name)                                                                                         (Telephone)

(2) _________________________________________________________________________________________
          (Name)                                                                                         (Telephone)
**PLEASE FILL OUT OTHER SIDE**
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(2) _________________________________________________________________________________________
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**PLEASE FILL OUT OTHER SIDE**
[bookmark: _GoBack]
Policy Holder Name ______________________________________________ 	
                           
Insurance ___________________________________________ 	Policy Number ______________________
			       (Company Name)

Allergies (Specify Type) ________________________________________________________________________

Are you under physician’s care for health needs on a continuing basis?		Yes ________   No ________
If so, what? ___________________________________________________________________________________

Do you take medication or are you under treatment on a continuing basis?	Yes _______   No _______
If so, what? ___________________________________________________________________________________

Is your child permitted to receive Tylenol or Advil for headaches?  Yes __________  No ___________

If your child takes prescription medication, please bring the original container with child’s name to the front office.
Permission to Administer Medication forms must be filled out every school year for prescription medicines.

Family Physician ______________________________________________	Telephone ___________________

The school has my permission to call my family physician or another physician in an emergency when family physician or I cannot be contacted, and to take my child to the emergency room of the nearest hospital, and the hospital and its medical staff have my authorization to provide treatment which a physician deems necessary for the well-being of my child.

The original of this shall be readily accessible in the office and taken to the hospital with the patient.


Signature ____________________________________________ 		Date _________________
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