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Please Print
Student's Name: __________________________ School: __________________________Date:______________

Medical Concern: (check as applicable)
_______ Diabetic _______ Sugar Source ________________________
_______ Allergies _______ Epi- Pen
_______ Asthma _______ Inhaler
_______ Seizures _______ Other _______________________________

Other Medical Concern:_______________________________________________________________

Signs to look for: ___________________________________________________________________

Necessary Emergency Procedures: _____________________________________________________

_________________________________________________________________________________

____CALL 911 If the following occurs:__________________________________________________

____Call Parent if the following occurs:___________________________________________________

Parent/Guardian: Name: ________________________

Relationship:___________________

Phone Numbers: Home:________________________

Cell:__________________________

Work:_________________________

Pager:________________________ Pager:_________________________

Medical Information

Emergency Contacts

Work:_________________________

Required Emergency Supplies:

Name: ________________________

Relationship:___________________

Home:________________________

Cell:__________________________

                                     Transportation 
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In case of emergency, or if parent is not at home, student can be left with:
(Must reside within…….Schools boundary)

Name: __________________________________

Address: __________________________________

Relationship: __________________________________

Yes         No Student may be left at home unattended

I understand that this information will be kept on my child's bus
 I will update this information as my child's needs change.

Parent's Signature                                   Date
           ________   ________
             HEIGHT       WEIGHT

     ______________________________________________________________

 
 
 
 

STUDENT'S  
PHOTO 
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