*PLEASE PRINT
+USE BLACK OR BLUE INK ONLY

IMPORTANT: If any of the following informuation
changes f{i.e. addresses, guardianship, phone numbers)
you MUST notfy the school innmediately.

Whittier Christian High School
U.S. CITIZEN
EMERGENCY INFORMATION

AN
STUDENT'S LEGAL NAME (Last) (First) {Middle)
Grade Entering Date of Birth / / O Male O Female
Street Address City Zip Code Home Phone { )
FATHER: Living with studeni? O Yes [ No MOTHER: Living with student? {1 Yes O No
First Name Last Name First Name Last Name
Home Phone {( ) Wark Phone { ) Home Phone { ) Work Phone { }
Cell Phone __{ ) E-mail Cell Phone __( ) E-mail
Street Address Street Address
City State Zip Codae City State Zip Code
Employer Employer
Position/Titie Nature of business Position/Titte Nature of business
P s there anyone who, by court decree, is restrained from taking the student from school? [0 Yes QO No I yes, name of person:

In case of an emergency or if the student becomes ili, | hereby authorize school officials to call the following persons when parents or guardians
are not available. Please list two adults {must be 25 years of age or older) who can be reached during school hours.

Name___{First) (Last) Name___(First) {Last)

Daytime Phone__( } ext. Daytime Phone__{ } ext.
Cell Phone___ ) Ceil Phone___( )

City City

Relationship to student Relationship to student

In case of accident or ather emergency, permission is given to call the paramedics or any local physician. | {We
mxmam.__mﬂmﬁ. m:mijm:n. medisal or surgical diagnosis or frealment and hospital care which is deemed advisable
accredited hospila

b

whether such diagnosis_or treatment is rendered at the office of sakl physician or at said hospital,

the undersi
y, and is to

3

ned, parent{s)Yguardian{s) of the student named abaove, do hereby authorize and consent to any X-ray
} e renderad under the provisions of the Medical Praclice Act by a physician on the medical staff of any
It is understood thal this aulhorization is given in advance of any speciflc diggnosis, treatment or hospital care

ol ouared bulf fiven Lo protide suihony and poer on he farl of i loressid agerile) 0 give specie sansontlg anyand allsuch diagnosis, reatmen of fospitalcare which ihe aforemenionéd physician i the exercise of s
Family Physician Phone_( ) Address City Zip Code

Allergies to drugs or food Health concerns

Special medications Last tetanus shot (daie)

Health Insurance Company Palicy #

FIELD TRIP AUTHORIZATION: We give our permission for our student to
accompany his/her class on all field trips throughout the current school year.
If transportation is needed, it will be arranged by the school.

{Rev. 2-13-06 dl.doc.registration)

| (We) have read and accept the conditions of this emergency form.

FATHER: X Date

MOTHER: X Date




