Child/Children’s Name____________________________________________

                                                                                        Last, First           


EMERGENCY INFORMATION

MATER AMORIS MONTESSORI SCHOOL

	Child/Children’s Name:
	

	Birthday(s):
	

	Enrollment Date(s):
	

	Allergies or

Health Issues:
	


Home Address:_____________________________________________________
                                Street, City, State, Zip

Home Phone:_______________________________________________________________

Mother’s Information

Name:______________________________________________________________________

             Last, First

Employer/School:_____________________________________________________________

Business Address:_____________________________________________________________

                                   Street, City, State, Zip

Business Phone:__________________________  Cell Phone:__________________________

Days and times to be contacted at business phone:___________________________________

Father’s Information

Name:______________________________________________________________________

             Last, First

Employer/School:_____________________________________________________________

Business Address:_____________________________________________________________

                                   Street, City, State, Zip

Business Phone:__________________________  Cell Phone:__________________________

Days and times to be contacted at business phone:___________________________________

If Mother or Father has a different home address from Child/Children:

( Mother
    
( Father

Home Address:__________________________________________________________

                                Street, City, State, Zip

Home Phone:_____________________________________________________________________

(see back)
Name of Person Authorized to Pick up Child/Children:_________________________________
                                                                                                                   Last, First

Phone:_________________________________Relationship to Child:________________________

Address:_________________________________________________________________________

                 Street, City, State, Zip

When parents cannot be reached: list at least 3 people who may be contacted in an emergency:
1. Name:_________________________________________ Phone:__________________________

                Last, First

    Address:_______________________________________________________________________

                    Street, City, State, Zip

    Relationship to Child/Children:_____________________________________________________

2. Name:_________________________________________ Phone:__________________________

                Last, First

    Address:_______________________________________________________________________

                    Street, City, State, Zip

    Relationship to Child/Children:_____________________________________________________

3. Name:_________________________________________ Phone:__________________________

                Last, First

    Address:_______________________________________________________________________

                     Street, City, State, Zip

    Relationship to Child/Children:_____________________________________________________

Child/Children’s Physician or Source of Health Care:__________________________________
Phone:___________________________Address:________________________________________

                                                                                               Street, City, State, Zip

Preferred Hospital for Emergency Care________________________________________________

Child/Children’s Dentist:__________________________________________________________
Phone:___________________________Address:________________________________________

                                                                                               Street, City, State, Zip

In EMERGENCIES requiring immediate medical attention, your child will be taken to the NEAREST HOSPITAL EMERGENCY ROOM.  Your signature authorizes the responsible person at the school to have your child transported to that hospital.

_____________________________________________                                      ________________

Signature of Parent or Guardian                                                                              Date

