DARCY READ MEMORIAL COOPERATIVE PRESCHOOL

EMERGENCY & MEDICAL INFORMATION

Child’s Name________________________________________________Birthdate______________________

Parent/Guardian’s Name______________________________________Relationship___________________

Parent/Guardian’s Name _____________________________________Relationship____________________

Parent/Guardian Address___________________________________________________________________
Phone (H)__________________ (W)_________________ (C)_____________________

Parent/Guardian Address ___________________________________________________________________
Phone (H)__________________ (W)_________________ (C)_____________________
Medical Insurance Information_______________________________________________________________
Allergies__________________________________________________________________________________

Food Concerns_____________________________________________________________________________

Other health concerns we should be aware of:

__________________________________________________________________________________________
Doctor’s name_________________________________________________Phone_______________________
In case of emergency, when unable to reach parents, please contact:
Name___________________________________________________Phone____________________________
Relationship to child________________________________________________________________________
I, the undersigned parent/guardian, authorize medical treatment for my child.   I understand that all reasonable means will be used to reach me or the emergency contact listed above.

SIGNATURE__________________________________________________DATE______________________
