Willsboro Central School
EMERGENCY FORM

Please return this fornt to the School Nurse

Student Name: Male Female
Last First Middle

Address: City: Zip:

Home Phone: Date of Birth:

Mother’s/Guardian’s Name: Father’s/Guardian’s Name:

Place of Business: Place of Business:

Work Phone: Work Phone:

Cell Phone: Cell Phone;:

EMAIL ADDRESS:

Who does child live with?

Custodial Parent/Guardian: Speaks English: Yes_ No

Address: Phone:

DO NOT RELEASE TO:

(If child cannot be released to a non-custodial parent, legal documentation must be submitted)

If parents are not available, in case of emergency call:
(Note: Your child will be sent home to this person if we are unable to contact you)

Name: Relationship:

Address: Phone: Cell:

In case of emergency or illness, the school will disclose the nature of the illness/emergency with this person.

Name: Relationship:

Address: Phone; Cell:

Health Care Providers:

Primary Care Provider: Phone:
Specialist: Specialty: Phone:
Dentist: Phone:

Emergency Room Preferred:

Other pertinent information:

I verify that the above information is true and correct and I understand that this information may be
shared with personnel involved with my child.

Parent/Guardian Signature Date

~ PLEASE TURN OVER AND COMPLETE ~
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DATE:

In case of accident or serious illness, 1 (we) request that school to contact us. If the school is
unable to reach us, I hereby authorize the school to call the physician indicated below and to
follow his instructions. If it is impossible to contact this physician, the school may make
whatever arrangement deemed necessary.

Parent/Guardian Signature:

Remarks:

Allergies:

Other Conditions:

Physician’s Name:

Phone Number:

Address:




