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Child’s Name: _____________________________Age___________  Grade_________
Medical Conditions: ______________________________________________________
Allergies: YES____ NO______            (If YES) Type_____________________________
Taken medications: YES ___ No___ (If Yes) Name & Dosage: ____________________

Primary Emergency Contact List
Mother/Guardian’s Name: ______________________________________________

Address: _____________________________________________________________

Phone Numbers: Home _____________________ Mobile _______________________

Home/Work _____________________ email _________________________________

Father /Guardian’s Name: _______________________________________________

Address: _____________________________________________________________

Phone Number: Home ________________________ Mobile _____________________

Home/Work _____________________ email _________________________________

Additional Emergency Contact List

Name: __________________________________ Relationship to Child: ____________

Phone #: __________________________                                   Pick Up Yes___No____

Name: __________________________________ Relationship to Child: ____________

Phone #: ________________________________                        Pick Up Yes___No___

Pediatrician’s Name: ___________________________________________________

Address: ______________________________Phone #:         ____________________

Hospital of preference: ___________________________ City:     _________________
In case of emergency, I authorize Shield of Faith Christian School to provide medical treatment for my child. 

Signature__________________ Print Name: _______________________ Date: ___/___/____
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