Revised 6/99 SAINT PATRICK SCHOOL
EMERGENCY TREATMENT AND HEALTH INFORMATION

; I/ (G -
CHILD’S NAME - LAST FIRST DATE OF BIRTH HOME PHONE CLASS
Oh
CHILD’S HOME ADDRESS CITY STATE ZIP CODE

Dear Parents,
Please provide the following information for each child attending St. Patrick School in order to locate you in case of illness

or accident. The information you provide will help us in making a proper decision. Thank you for your cooperation.

EMERGENCY TREATMENT

If your child has an illness or accident going to school or at school, do you wish immediate care at school? YES NO

If theré is an emergency and it is serious and you cannot be reached, may the school authorities enlist the aid of a physician
and/or hospital most easily accessible? (Every effort will be made to reach the physicians listed below)

YES NO Ifyes, name of preferred hospital

PARENTS / GUARDIANS INFORMATION

/ /
NAME RELATIONSHIP NAME RELATIONSHIP
/ /
HOME ADDRESS HOME PHONE HOME ADDRESS HOME PHONE
, / / .
PLACE OF EMPLOYMENT WORK PHONE PLACE OF EMPLOYMENT WORK PHONE
ADDITIONAL PHONE #S  (cellular, pager, etc.) ADDITIONAL PHONE #’S  (cellular, pager, etc.)

ALTERNATE PERSON TO BE NOTIFIED

&8
NAME - LAST FIRST PHONE RELATIONSHIP
PHYSICIAN TO BE CONTACTED: PHONE: .
ALTERNATE PHYSICAN: ' PHONE:
PREFERRED DENTIST: | PHONE:

The school is interested in your child’s health for it greatly influences one’s personal and mental development. Please list any
serious or chronic illness, any serious accident or operation your child has had during the past year. (Use the back if needed)

List any vaccinations and/or booster shots your child has had during the last year. (Month, day, & year)

List your child’s allergies. (if any)

List any medication your child is taking on an extended basis. (if any)

SIGNATURE OF PARENT / GUARDIAN



