
High School Emergency Card 
Please print clearly          Grade _______ 
 
_______________________________________________________ __________________ _______ ___________________ 
Student’s name (last name first) Birth date Sex Phone 
 
____________________________________________________________________________ ____________________________ 
Street Address  City, ZIP 
 
_______________________________________________________ ___________________________ ___________________ 
Father (Guardian) Phone   Cell Phone 
 
_______________________________________________________ ___________________________ ___________________ 
Mother (Guardian)                                                       Maiden name Phone   Cell Phone 
 
 
_____________________________________________________________________ _______________________________________________________________ 
Father’s Employer Mother’s Employer 
 
Language spoken at home if other than English ___________________________________________________________ 
 
List the names, addresses and phone numbers of two responsible area residents who know your child and 
who you authorize to pick up your child in emergencies. Your child will be released only to those listed. 
 
1. ____________________________________________________ 2. ___________________________________________________ 
 
Health Insurance Co. & Policy No. _______________________________________________________________________________ 
 
Physician _____________________________________________________________________ Phone _______________________ 
 
 
Please provide all of the information requested below. 

 
Wears glasses:  yes no Date of last examination _______________________________________________ 

Hearing difficulty: yes no Date of last examination _______________________________________________ 

State of dental health _______________________________________ Remarks _________________________________ 
 
General Health (please note special conditions) 

Asthma  yes no 

Allergies  yes no To what? ______________________________________________________________ 

Drug Sensitivity yes no Please specify _________________________________________________________ 

Seizures/Epilepsy yes no  

Rheumatic Fever yes no 

Heart Disease  yes no Last tetanus shot (date) ______________________________________________ 
 
Limitations on physical activities ___________________________________________________________________________ 
 
*Continuing Daily Medication (please specify) _______________________________________________________________ 
 
Prescribing Physician ______________________________________________________________________________________ 
 
*Your signature authorizes the designated Youth Worker to contact your physician. NOTE: In the event of a medical emergency, the local 
paramedic service or Youth Worker will be directed to transport your child to the nearest hospital that is able to provide the necessary 
emergency care (or home). Your signature below satisfies three requirements: 1) It authorizes the Youth Worker to seek necessary medical 
attention for your child in an emergency; 2) It confirms that your statements on this card are true; and 3) It acknowledges that you have 
discussed arrangements with your child regarding medical and family emergencies and procedures that are to be followed if your child 
were to be sent home during an activity. 
 
 
Signature: _________________________________________________________________ Date: ______________________ 


