Child “EMERGENCY” Information n--alio

 Child’s Name _____________________________________________ Birth Date: ______________ 

Parent’s Name(S):___________________________________________________________________
Address_________________________________________________Telephone__________________
City  ______________________ State  ________ Zip  ___________    Cell Phone  _______________
INSURANCE INFORMATION:                                            do you have health insurance:  □ Yes  □ No  
Health Insurance  Policy Name _______________________________________________________ 
I.D. #_____________________________________ Group #___________________________________
Primary Subscriber’s Name: __________________________________________________________
Employer: __________________________________________________________________________
EMERGENCY CONTACTS:  The following people are authorized to be contacted in case of emergency.  These individuals have access to health information about my child and are authorized to pick up.  

MOTHER: _____________________________________  home phone: _________________________ 
work :  _____________________________________cell: ___________________________________
FATHER:  _____________________________________ home Phone: _________________________   work: ______________________________________cell: ___________________________________
GUARDIAN: ___________________________________  home phone: _________________________   work: ______________________________________cell: ___________________________________
OTHER: ________________________________________ home phone: ________________________
work: ______________________________________cell: ___________________________________
OTHER: ________________________________________  home phone: ________________________
work: ______________________________________cell: ___________________________________
PERSONS AUTHORIZED TO PICK UP CHILD ( if different than emergency contacts):

name








phone number

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

MEDICAL HISTORY:   Please list facts concerning your child’s medical history including asthma, allergies, chronic Illness; medications , OR any physical impairments to which a  physician should be alerted:    ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
CHILD’S  PHYSICIAN:________________________________ clinic: ________________________
Phone:  _____________________________    hospital preference:  ___________________________  
*If none listed, st john’s hospital will be used.
CONSENT FOR EMERGENCY TREATMENT:  I grant my authorization and consent for b.u.c.d.c. staff to view my child’s health information on file and administer general first aid treatment for any minor injuries or illnesses experienced by the minor. If the injury or illness is life threatening or in need of emergency treatment, I authorize B.U.C.D.C. Staff to summon any and all professional emergency personnel to attend, transport, and treat the participant and to issue consent for any X-ray, anesthetic, blood transfusion, medication, or other medical diagnosis, treatment, or hospital care deemed advisable by, and to be rendered under the general supervision of, any licensed physician, surgeon, dentist, hospital, or other medical professional or institution duly licensed to practice in the state in which such treatment is to occur.  It is understood that this authorization is given in advance of any such medical treatment, but is given to provide authority and power on the part B.U.C.D.C. Staff to exercise their best judgment upon the advice of any such medical or emergency personnel.

PARENT/GUARDIAN SIGNATURE:  ________________________________ date: _______________
Print Name:  ____________________________  Relationship to Child: _______________________
Please initial if information  has not changed:   ________ JANUARY     _________ APRIL   ________JULY     ________OCTOBER

*A NEW FORM MUST BE COMPLETED EACH  YEAR.  
Child Emergency Information/Word/Accreditation/Carmen

