
EMERGENCY CONTACT FORM

Childʼs Name _____________________________________________________________________

DOB      _____________________

Height   _____________________

Weight  _____________________

Parentʼs Names ___________________________________________________________________

Address _________________________________________________________________________

City _________________________________  State ____________   Zip ______________________

Home Phone _________________________   Secondary Phone ____________________________

Momʼs Cell ___________________________  Momʼs Work ________________________________

Dadʼs Cell ____________________________  Dadʼs Work _________________________________

Authorized to pick up __________________________________ Phone _______________________


 Relation____________________________________________________________________

Authorized to pick up __________________________________ Phone _______________________


 Relation____________________________________________________________________

NOT Authorized to pick up ___________________________________________________________

Allergies _________________________________________________________________________

Emergency Contact ____________________________ Phone ______________________________

Hospital 1 ___________________________________  Hospital 2 ___________________________

Pediatrician __________________________________  Phone ____________________________

Dentist ______________________________________  Phone _____________________________

Attach a current photo 
of your child here

 Todayʼs Date ______________________


