All Saints
Catholic
School

2012-13 Emergency Contact
and Medical Information

Child’s Name Date of Birth:

Emergency Contact Information

If your child is injured or becomes ill at school, please list the names and phone numbers of three people who can be contacted to
pick him/her up from school and/or give permission to administer medicine. List the names and phone numbers in the order you want
them called.

Name Phone #

Medical Information

Hospital/Clinic Preference:

Physician’s Name: Phone #:
Dentist's Name: Phone #:
Insurance: Policy #:

Authorization for Treatment

I hereby authorize any physician, surgeon, or dentist on the medical staff of Saint Francis Hospital at Broken Arrow or nearest medi-
cal facility to administer any emergency treatment, procedure or medicine necessary and advisable. I also authorize the use of an
ambulance, if necessary, to transport my child. I further agree to pay for all services provided for my child. If this is not satisfactory,
please list specific emergency instructions in the event that you cannot be reached.

Signature of Parent/Guardian Date

Special Health Concerns
Does your child wear glasses? Yes No
Does your child have any serious allergies? Yes No

If yes, please list:

If your child has food allergies, you must complete and submit a “Food Allergy Action Plan” each year.



Does your child have asthma? Yes No
If yes, you must complete and submit an “Asthma Action Plan” for your child each year.
Has your child had any serious illnesses, accidents or surgeries? Yes No

If yes, please explain:

Does your child have any specific medical problems or physical limitations? Yes No

If yes, please explain:

Does your child currently take any prescription medicines? Yes No

If yes, please list:

If your child requires prescription medication during school hours, you must complete a “Prescription Medication Authorization” and
submit to the office with the medication in its original container.

Authorization to Administer School-Supplied Non-Prescription Medication

I hereby authorize school personnel to administer the following non-prescription medications as needed by my child. You must initial
each line to grant permission for specific medications.

Acetaminophen (Tylenol) Ibuprofen (Advil/Motrin) Calcium Antacid (Tums)
Liquid or Pill Liquid or Pill

Topical, oral and/or other first aid items may be utilized by school personnel unless there is a specific objection by the parent/
guardian. Please list any items NOT to be used:

No medication will be administered to any students in grades PK-5 until a parent or guardian is notified.

Students in grades 6-8 will receive the above authorized medications at the discretion of school personnel, without parental notifica-
tion.

If you wish to be notified before any medication is administered, please initial here:

NOTE: Only a parent or guardian can authorize the administration of medications.



