i Los ANGELES UNIFIED ScHoOL DISTRICT

et
A STUDENT EMERGENCY INFORMATION FORM

Parent Information: Please fill out completely and sign where indicated. In a major emergency, it is school district policy te retain students at school for their safety.
This form will be used by the school staff when students are released to go home. Please complete electronically or print clearly and return completed form to school.,

STUDENT'’S LAST NAME FIRST NAME M.L @
d

BIRTH DATE B GRADE HOME LANGUAGE 5
=

[OMALE [] FEMALE 7

STUDENT’S HOME ADDRESS - NUMBER | STREET APT # cmy ZiP CODE (%
2
=

MAILING ADDRESS -- NUMBER STREET APT # CITY ZIP CODE ’g’

{iF DIFFERENT FROM ABOVE) m

PARENT’S / LEGAL GUARDIAN'S LAST NAME | FIRST NAME RELATIONSHIP TO STUDENT LIVES WITH?

[ Yes (d No

WORK ADDRESS -- NUMBER | STREET cmy ZiP CODE

CONTACT NUMBERS ) indicate which phone to call for each message type:" EMAIL ADDRESS:

HOME EMERGENCY CdHome | []Cell | []Work

CELL ATTENDANCE CJHome | [Jcatl | [] Work

WORK GENERALINFO | [JHome | [ Cell | ] Work

PARENT'S / LEGAL GUARDIAN'S LAST NAME | FIRST NAME ~ | RELATIONSHIP TO STUDENT LIVES WITH?

O ves (I No

WORK ADDRESS - NUMBER | STREET CITY 2iP CODE

CONTACT NUMBERS indicate which phone ta call for each mess type:* EMAIL ADDRESS:

HOME EMERGENCY JHome | [ Cell | [JWork

CELL ) ATTENDANCE [THome | CJCell | 3 Work

WORK GENERAL INFO [J Home | []Cell | [JWork

To the principal; In case you are unabie b reach me durig any emergency, you are authorized fo comtact and, if necessary, release my chiltd io any of the following:

NAME RELATIONSHIP HOME PHONE CELL PHONE WORK PHONE n
pe]
w

NAME RELATIONSHIP HOME PHONE CELL PHONE WORK PHONE ;
b
=

NAME RELATIONSHIP HOME PHONE CELL PHONE WORK PHONE L

List any other family members attending this school:

LAST NAME FIRST NAME HOME ROOM | GRADE RELATIONSHIP

" LAST NAME FIRST NAME HOME ROOM | GRADE | RELATIONSHIP
AUTHORIZATION FOR EMERGENCY MEDICAL TREATMENT
The undersigned, as parentlegal guardian of, a minor,
{Print name of the student here)

herehy authorizes the princgal or designee, infe whose cane the studant has hieen enlrusied, be consent bo any X-say examination, anesthesic, madical or sumical disgnasts,

freatment, andior hogpital cane to be rendered to Be sludent upon fie advics of any loenged physician endior dentist |Lis understoad that this aullscrization is given in advance

of any reguired disgnosis, reatment, or hospital care and provides sufarily and power Lo the Lo Angales Unified Hehool District (*District”) to give specific consent o any and @l

such disgnosis, freabmant, ar hospilel care which a licensed physicien or denlist may desm necessary. This aulhorization s given in eccondance with Section 49407 of he

Calomia Education Caode, and shall remain efective untl reveked In wiifing and defiverced 1o the [istrict. | undarstand thad the Distict, fs officars and its employees assume no

tiahifity of any nature in ralation b the ransportation of the student. | furthes wndarstand that all costs of paramidic ransportation, hospitalization, and any examnaticn, X-ray, or

tresiment provided in relation o tis suthorization shel be my sole responsiillty as the sludenl's parentipardien, .

HEALTH ALERTS - List any medical condition which restricts physical acthaty or requires special attention. hictude conditions such as asthma and aflergias such as

peanut and bee stings. If none, please indicate "nane”,

“DOES THE STUDENT HAVE HEALTH PISURANCE? (Chack Ong) (I YES [ JNO" W "Yes": [] Private Health insurance ] Medi-Cal [ ] Healihy Families
MED!-CAL / HEALTHY FAMILIES D Number: | =
1. PRIVATE HEALTH INSURANCE NAME GROUP NO. 2. PRIVATE HEALTH INSURANCE NAME GROUP NO. g

(if covered under more than one plan) mh
Z
NAME OF DOCTOR / MEDICAL OFFICE PHONE NUMBER OF DOCTOR / MEDICAL OFFICE §

" 1he shudent currenlly 0es not iave health insurance, informalion en free of low-cost healfh care programs is avakable by caliing the Distnel’s toll-ree HELPLINE 1[866}742-2273,
MY GHILD IS ALLERGIC TO THE FOLLOWING MEDICATIONS:
MY CHILD CURRENTLY TAKES THE FOLLOWING MEDICATIONS:

[ CERTIFY THAT | HAVE READ AND UNDERSTOOD THIS FORM AND DO HEREBY GIVE MY AUTHORIZATION FOR EMERGENCY MEDICAL TRE:ATMENT, AND THAT ALL
OF THE INFORMATION | HAVE PROVIDED ON THIS FORM IS TRUE AND CORRECT.

X DATE

SIGNATURE OF: (CHECK ONE) ] PARENT ] LEGAL GUARDIAN

* Selacted telephone number must be a direct dial number (no extensions).

Frpan bach 3018



