Emergency Information Form
Date Completed:______________________                  

Patient Name: _______________________________________DOB:  _______________

Sex of Patient:  _____ Male _____Female
 Phone: __________________________

Address: ________________________________________________________________

Parent (Legal Guardian) Name: _____________________________________________

Relationship to Patient: ____________________________________________________

Address: ________________________________________________________________

Phone:  (w)_____________________ (h)____________________(c)________________

Parent (Legal Guardian) Name: _____________________________________________

Relationship to Patient: ____________________________________________________

Address: ________________________________________________________________

Phone:  (w)_____________________ (h)____________________(c)________________

Parent (Legal Guardian) Name: _____________________________________________

Relationship to Patient: _________________________________________________________
Address: ________________________________________________________________

Phone:  (w)_____________________ (h)____________________(c)________________

Pediatrician: _____________________________________________________________

Address: ________________________________________________________________

Phone: _________________________________________________________________

Two additional people to contact in case of emergency (not residing in the same home as the patient*):

Name: __________________________________________________________________

Address: ________________________________________________________________

Phone: __________________________________________________________________

Relationship to child: ______________________________________________________

Name: __________________________________________________________________

Address: ________________________________________________________________

Phone: __________________________________________________________________

Relationship to child: ______________________________________________________

*In cases referred by Department of Social Services, such as Child Protective Services or Foster Care, the agency social worker and supervisor can be listed above.  
Does you child have any allergies?  
No
Yes (explain)________________________
Does your child take medication?  
No
Yes (explain)________________________

Does your child have any health problems?  
No   
Yes (explain)____________________________
Signature of Parent (Guardian): ____________________________Date: ____________
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