
Diocese of  Oakland EMERGENCY HEALTH INFORMATION School Department

GradeStudent 's Name

Home Address

Brrth Date

City zip

Home Phone#:( ) Best Wav to Contact dur ino School Hours:

Name of Mother/Guardian Wk Phone#( ) Cel l  Phone/Pager:(  )

Mother/GuardianEmp loyer 's N ame

Name of Father/G uardian.

Main Phone#( )

Wk Phone#( ) Cel l  Phone/Pager:(  )

Father/Guardian Employer 's Name Main Phone#( )

Relat ive, f r iend or neighbor who has been authorized by pareni to pick up chi ld i f  parent cannot be reached:

Name

Name

Relat ionship

Relat ionship

Phone#( )

Phone#( )

Medical  Insurance. Name tD#
I understand that the school does not assume responsibi l i ty for payment of a physician in any case. However,  in an
emergency the school  may choose a physic ian.

Please state: Yes E No Q
Name of Doctor
Name of Dent ist
ls your chi ld al lergic to any drugs? Yes f l  ruo f l  t t  yes, what?

foods? Yes O ruo [ l  l rves. what?
(bee st ing, etc.) other? YesQ tito E tt ves. what?
Does your chi ld have any chronic i l lness (asthma, diabetes, heart  disease, epi lepsy)?
l f  yes, what?

Phone# ( )
Phone#( )

Does your chi ld take any medicines on a regular basis? Yes D No E
lf  ves. what and what for? List :

CONSENT FOR TREATMENT

(l)(We),  the undersigned parent(s)  or  legal  guardian of a minor. do herebv authorized a
representative of School as agent(s) for the undersigned to consent to any x-ray examination,
anesthet ic,  medical  or  surgical  d iagnosis or t reatment and hospi ta l  care that  is deemed advisable by,  and is to be rendered underthe
general  or  special  supervis ion of  any physic ian and surgeon l icensed under the provis ions of  the Cal i fornia Medicine Pract ice Act,  on the
medical staff of an accredited hospital, whether such diagnosis or treatment is rendered at the office of said physician or at said hospital.

It is understood that this authorization is given in advance of any specific diagnosis, treatment or hospital care being required but is given
to provide authority and power on the part of the above-mentioned agent(s) to give specific consent to any and all such diagnosis,
t reatment or hospi ta l  care that  the above ment ioned physic ian in the exercise of  h is or her best judgment may deem advisable.

This author izat ion shal l  remain ef fect ive untr l  June 30,20 10, unless sooner revoked in wr i t ing and del ivered to the above-ment ioned
agent(s) .

Mother 's signature

Father 's signature

Date

Date

n^+^
UALELegal Guardian's signature

OSD:ff :4/91 (Off ice Copy-White, Classroom Copy-Blue, Extended Care Copy-Yel low)
sT. JOHN THE BAPTTST SCHOOL - 11156 SAN PABLO AVE., EL CERR|TO, CA 94530 - (51O) 234-2244


