
 

 

 

             Student Emergency Contact and Medical Form 

 
Student Information 
 
Student’s Name: _________________________________________________ D.O.B. ____/____/____  
Address: 
_____________________________________________________________________________  
State: _______ Zip code: _____________________  
Home Phone: ________________________________ Cell Phone: ______________________________  
 
 
Parent/Guardian  
 
Name: _______________________________________________Relationship: 
____________________  
Home Phone: ________________________________ Cell Phone: ______________________________  
Name: _______________________________________________Relationship: 
____________________  
Home Phone: ________________________________ Cell Phone: ______________________________  
 
 
Emergency Contact  
 
Name: _______________________________________________ 
Relationship: ____________________ Home Phone: ________________________________  
Cell Phone: ______________________________  

 
 

Medical Conditions  
 
Any Medical condition: Asthma______________ Diabetes______________ Headaches____________ Car 
sick__________  
 
Other _______________________________________________________________  
 
 
Medication prescription and nonprescription taken routinely. Yes/No  
 

1. Medication ____________________________ Dose ___________________________________ 

2. Medication ____________________________ Dose ___________________________________  
 
Tylenol __________ Ibuprofen __________ Aspirin __________ Other ___________________________  
 
Allergies? Food _______________________________________________________________________  
Seasonal _________________________________________ Other ______________________________ 

 
 

Facilitator will have these forms in possession daily. 
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