ST. CATHERINE OF BOLOGNA SCHOOL

School Year 2016-2017
EMERGENCY INFORMATION
Family Name_________________________________________Phone______________________________

Address_________________________________________________________________________________

Child’s Name and Grade: 1)________________________________2)_______________________________




     3)________________________________4)_______________________________

Where can parents be reached if not at home?

Mother's Name____________________________________________________________________________

Work Address____________________________________________Phone___________________________

Cell Phone____________________________________email_______________________________________
Father's Name____________________________________________________________________________

Work Address____________________________________________Phone___________________________
Cell Phone____________________________________email_______________________________________
*******************************************************************************************************************************

List two neighbors or nearby relatives who will assume temporary care of your child if you cannot be reached.

Name______________________________________________Phone________________________________
Address__________________________________________Relationship to Student___________________

Name______________________________________________Phone________________________________
Address__________________________________________Relationship to Student___________________
*******************************************************************************************************************************

In case of accident or serious illness, I request the school to contact me.  If the school is unable to reach me, 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 arrangements seem necessary.

Number each item 1, 2, 3, 4 in order of desired action.

(    )
Contact family physician___________________________________Phone_____________________
(    )
Take child to emergency hospital _____________________________________________________


I understand my child may have to be transported to the nearest hospital
(    )
Take child to any licensed physician___________________________________________________
(    )
Other desired procedures____________________________________________________________
_________________________________________________________________________________________

Signature of Parent/Guardian__________________________________________Date__________________
( Fill out ALL information and return BY THE FIRST DAY OF SCHOOL - Please print legibly (
