[ESUIT HIGH SCHOO

dx CRISTO REY
A |

2025-26 STUDENT EMERGENCY CONTACT FORM

PLEASE PRINT

Name of Student:
Date of Birth: Grade: Gender:

Home Address:

(street address, city name and zip code)

Home Telephone #:
Student Telephone (cell) #:

PARENT/GUARDIAN 1:

Name: Lives with student: Yes or No
Address:
(street address, city name and zip code)
Cell Phone #: E-mail Address:
Employer: Work Phone #:
Preferred language: English ____ Spanish _____ Other Receive school mailings? Yes or No

PARENT/GUARDIAN 2:

Name: Lives with student: Yes or No
Address:
(street address, city name and zip code)
Cell Phone #: E-mail Address:
Employer: Work Phone #:
Preferred language: English _ Spanish ___ Other Receive school mailings? Yes or No

PERSON(S) OTHER THAN PARENT/LEGAL GUARDIAN AUTHORIZED TO PICK UP STUDENT:
*** Photo ID will be required for the person picking up students from school ***

Person 1: Relationship to Student:

Person 2: Relationship to Student:

complete back page



EMERGENCY CONTACTS
Please include contacts that are not Parent/Guardian 1 & 2. This is in case of an emergency and we
cannot reach Parent/Guardian 1 & 2.

Emergency Contact Name #1:

Relationship to Student: Home/Cell Phone #:

Emergency Contact Name #2:

Relationship to Student: Home/Cell Phone #:

MEDICAL INFORMATION

Primary Doctor Name: Primary Doctor Phone #:

Health Insurance Carrier: Policy #:

Allergies Yes or No

If yes, type of allergies:

If yes, complete a Food Allergy & Anaphylaxis Emergency Care Plan form
Asthma Yes or No

If yes, type of medication taken:

Diabetes Yes or No

If yes, type of treatment:

Seizure Disorders: Yes or No
If yes, what type of seizures:
OTHER MEDICAL CONDITIONS:

Medication taken regularly: ~ Yes or No

If yes, list type(s) medication, dosage, and schedule:

*%

I/'WE authorize Cristo Rey Jesuit High School personnel to administer first aid and to obtain medical care for
my child in the event of emergency, iliness, accident or injury (including necessary transportation). I/'WE

authorize such care and treatment to be performed by any licensed physician or surgeon.

Printed Name of Parent/Guardian

Signature Date




