ST. JOHN’S EPISCOPAL SCHOOL STUDENT NAME:
EMERGENCY CONTACT CARD

2010-2011 GRADE:
Home Address Telephone
Mother’s Name Mother’s Address Employed By Telephone
Father’s Name Father’s Address Employed By Telephone

EMERGENCY CONTACTS (3 people who may pick up child if parents are not home)

Name/
Relationship

Phone

Cell Phone

Address

City, State

DISASTER PREPAREDNESS PLAN INFORMATION

In case of a disaster-earthquake, flood, bomb attack, etc., children WILL NOT be released to anyone except those listed above.

| HAVE READ AND UNDERSTAND THE ABOVE STATEMENTS

Parent’s Signature Date

STUDENT’S HEALTH INFORMATION

List any health problems we should be alerted to: (condition, symptom, special action required):

List any medication taken on a regular basis: (medication name, dosage, illness treated):

Child’s Doctor Doctor’s Address Phone Number
Do you have a release for medical treatment on file at a local hospital?

Does your child have...
Vision difficulty? _ Wear glasses? __ Full Time / Part Time / Reading / Distance

Hearing difficulty? __ Have speech problems? ___ Allergies? ___ what type?

Are there any activity limitations? Please explain

Has your child had any of the following conditions: (please indicate the date)

Disease Date Disease Date Disease Date
ADD ADHD Asthma
Bedwetting Chicken Pox Diabetes
Difficulty Sleeping Ear infections Fainting
Frequent Headaches Hay Fever Head injury
Heart Disease Operations Rheumatic Fever
Seizure Disorders Sinusitis B
Other

Other comments:




MEDICAL CARE AUTHORIZATION

PARENTS: This form signed by you authorizes emergency medical treatment for a minor child in case of necessity.
Should it be necessary for you to be away from home, this form can authorize the person charged with the care of your
child to act for you. Please print child’s name.

() (We), the undersigned, Parent (s)/Guardian(s) of , @ minor, do hereby
authorize employees of St. John’s Episcopal School and/or any hospital located in San Diego County as agent(s) for the
undersigned, in advance of any specific diagnosis, to any x-ray examinations, anesthetic, medical or surgical diagnosis or
treatment and hospital care which is deemed advisable by, and is to be rendered under the general or special supervision
of any physician or surgeon licensed under the provisions of the Medicine Practice Act on the medical staff of any
hospital in San Diego County, whether such diagnosis or treatment is rendered at the office of said physician or at said
hospital.

This authorization is given pursuant to the provisions of Section 25.8 of the Civil Code of California and shall remain in
effect, unless sooner revoked in writing to said agent(s), until the end of the current school year.

It is further understood that this authorization is given in advance of any specific diagnosis, treatment, or hospital care
being required, and we hereby do give specific consent to any and all such diagnosis, treatment or hospital care which the
aforementioned physician or surgeon in the exercise of his best judgment may deem advisable. We understand that
neither St. John’s Episcopal School, physician, surgeon, nor hospital involved assumes any financial responsibility for
exercising this action.

Parent/Guardian (Printed Name) Signature Date Signed

NON-PRESCRIPTION MEDICINE AUTHORIZATION
Please check each box below to indicate your permission for the following non-prescription medicine to be administered by the
Student Services Clerk or any staff member.
YES NO

Benadryl gel/spray (for rash or insect bite)

Tums/ antacid

Cough drops

Pepto Bismol

Neosporin/ antibiotic ointment (topical for scratches and minor cuts)
Tylenol

Midol

any others as needed

AUTHORIZATION FOR STUDENT TRANSPORTATION
I hereby authorize St. John’s to transport my child in buses for field trips.

Parent/guardian signature Date:

AUTHORIZATION FOR USE OF PHOTOS
I hereby authorize the use of my child’s photographs or video in the school yearbook, on the website and/or in the school
newsletter.

Parent/guardian signature Date:

It is helpful to have the following information in order to expedite paperwork necessary for treatment:

Insurance Carrier: Name of Insured:

Policy Number: Social Security Number:




