[image: image1.png]



EMERGENCY FORM


  
Spring 2011 Semester


Today’s Date ___________________
Child’s Name __________________________________________ 
Date of Birth __________________

Please check box/boxes below to indicate who has legal custody:

· Mother’s Name ________________________________________
Phone ________________________

Address _________________________________________________
Cell # ________________________

Daytime/Alternate Phone _______________________    Email _____________________________________

· Father’s Name _________________________________________
Phone ________________________

Address _________________________________________________
Cell # ________________________

Daytime/Alternate Phone _______________________    Email _____________________________________

· Guardian’s Name _______________________________________
Phone ________________________

Address _________________________________________________
Cell # ________________________

Daytime/Alternate Phone _______________________    Email _____________________________________

Has either parent had parental rights revoked?  ___Yes   ____No   Which Parent? ___________________  

Only the following persons are allowed to pick up my child from the Indiana State University ECEC, and may be called in an emergency situation. Please list a minimum of two local contacts other than the parents/guardians.

Name 





Relationship 



Phone Number

1. ________________________________________________________________________________________

2. ________________________________________________________________________________________

3. ________________________________________________________________________________________

4. ________________________________________________________________________________________

5. ________________________________________________________________________________________


If applicable, please complete the following class schedule:(please include building and room number)

	
	MONDAY
	TUESDAY
	WEDNESDAY
	THURSDAY
	FRIDAY

	List Times/
Building/Room 
	
	
	
	
	

	List Times/

Building/ Room
	
	
	
	
	

	List Times/

Building/ Room
	
	
	
	
	

	List Times/

Building/ Room
	
	
	
	
	

	List Times/

Building/ Room
	
	
	
	
	


Dr.’s Name: ___________________________________________ Phone: _____________________________

Dentist’s Name: ________________________________________ Phone: _____________________________

Permission Form

	(
	I hereby grant permission for my child to use all of the play equipment and participate in all of the activities of the Indiana State University Early Childhood Education Center operated by Indiana State University.

	Initial: ____________

	(
	I hereby grant permission for my child to leave the school premises under the supervision of a staff member for neighborhood walks.

	Initial: ____________

	(
	I hereby grant permission to have ISU ECEC apply sunscreen and insect repellent on my child when needed.  I will notify ISU ECEC in writing if my child has any allergies or sensitivities to center’s sunscreen.
	Initial: ____________

	(
	I hereby grant permission for ISU ECEC to share our family information (names, address, telephone number, email) with other families at the center.
	Initial: ____________

	(
	I hereby grant permission for ISU ECEC to administer Acetaminophen when needed.
	Initial: ____________


I hereby grant permission for the Director or teachers to take whatever steps may be necessary to obtain emergency medical care if warranted. These steps may include, but are not limited to the following:

1. Administer first aid

2. Attempt to contact a parent or guardian

3. Attempt to contact the child’s physician

4. Attempt to contact you through any of the persons listed on the emergency information form completed by you

5. If we cannot contact you or your child’s physician, we will do one of the following:

a. Call another physician

b. Call an ambulance

c.  Have the child taken to an emergency hospital in the company of a staff member

6. Any expenses incurred under 5, (listed above), will be borne by the child’s family

7. The school will not be responsible for anything that may happen as a result of false information given at the time of enrollment
Please provide proof of medical insurance.

Insurance Company _________________________________
Policy No _________________________

Name of person medical coverage is under: __________________________________________________
Signed: ________________________________________________  (Mother/Legal Guardian)

Date: _________________________ 
SSN or ISU 991 # ______________________________

Signed: ________________________________________________  (Father/Legal Guardian)

Date: _________________________ 
SSN or ISU 991 # ______________________________
Is there anyone who is NOT allowed to pick up? If so, please list their names and relationship to your child: __________________________________________________________________________________________








