Westampton Township Fublic Schosls

Emergency Information

| Grade_ _. ‘ . | : _ ‘ ~ Date

Srudent Name: ' _ ' ___Male _ Femals
irthdate__ | Birth City: '
Birth State: - Birth Country:

Parent or Guardian #1 (in case of an emergéncy, this person will be comtacted 17.)

Tile _ Name : Relationship

Address - ___City State - Zip
Home Phone ' _ Cell Phone

Email address

Trnployment . : ‘Work Phone

CIthd 1ix;es Sviih T.blS person - Y __ . N This pCIson.hasiagai custodjf- _Y__N
Child can be released to thisperson. ¥ N (If no, please include custody papers) '

Parent or Gmardian #2 (in case of an emergency, this person will be contacted 17.)

Title Name - Relationship
Address__ . City _ State_ Zip

Home Phone _ Cell Phone

. 1.
Email addiess

= —

TTmplOymexnt. : : “Work Phone

(Thild lives with thispersen. . ¥ N This person has legal costody ___ Y N
Child can bé released to this person Y _ W (Ifno,pleaseinciude custody papers) : o

o e, vE—

Primary contact nrmber for amtomated I1eSSAging ann ouncernents: .

(Example: Bmergenicies (fire, any school threat; etc.) Preferably @ number where you can be reathed during the school day.
This # will also be tised for general messaging, ie; PTA, school/community activities, etc.

T case Parent/ Guardian 1 or 2 cannot be contacted in amedical emergency, please contact fhe following persons
in order listed:

3. Name | . Relationship
Phone ' . Cell Work

4 Name _ °. ' | Relationship
Phone | Cell Work

5. Name_ : 3 Relationsjzip

Phona CelL Work




MEDICAL INFORMATION

Does this ¢hild have any health msurance includmg NJ Family Cam/l\iedlcald Medicare, private or other?

Yes - If Yes, name of insurance company

No * NJ Family Care provides free or low cost health fnsurance fof unmsured children and certain
low incomie parents. For more mnformation call 800-701-0710 or visit www njfamilveare org to apply cnline.

You may release mynamed address to the NJ FamilyCare Program to contact me about health insarance.

Sig]lg_"ffl_]_’ﬁ: ] Printed NBJJ:HE:_ l Data.:
' Writter consent requived-pursuant io 20 T1.5.C. 1232¢ (B)(1) and 34 CFR. . 29.30(h).

Please note any medical/surgical conditions (asthma, heart murmur, ete.) of which we should be aware
below:

Condition(s) _. - . Instmcﬁons - ,

Medication - Activity Restrictions )

Allergicto _ Treatment - |

Name of Family Physician ' Phom‘i #

Name of F_a:mjly“DenﬁSf . Phone # :

Last Eye Exam GlﬂSSCS/ CODL&C{S (yes) (0o) Last Dental Exam : Braces {yes) (no)

I, the undersigned, do hereby give permission for rouwtine screening (height, weight, vision, hearing, blood
pressure, scoliosis) to be done by the school nurse and rmedical information to be shared with ZI:LELEDS,SEIy
staff/faciilty. In the event that parent/guardians, emérgency contacts or phqua;u;, canmot be contacted, the
school officials are hereby authorized to take whatever action is deemed necessary 1 their judgment, for the
health of said child. T will not hold the school distrct financially TESPOILSiblC for the emergency care aﬂd_/or
transpoxtaﬁon of said child.

Signature: . . - B ' Date:
Parcnt/GuaId__lan . .

Other Meiabers of Household:
Name = - - Relationship Age ~ InSchoal - Employed

m=m————

T — e _
e

T affitmn that everything on this foon is true & accurate.

Parent/Guardian’s Signature . Date



