i

Farent information;

Los ANGELES UNIFIED ScHOOL DISTRICT
STUDENT EMERGENCY INFORMATION FORM

Plaass fill out complotely and sign where indicafed. In 8 mejor emergency, it is school district polley ta retain studonts at school for their safofy.
This form will be wsed by fhe school staff whon students are refeased to go home. Flease complate alectronically or print clearly and roturn comptatod form to sehool.
STUDENT'S LAST NAME FIRST NAME M.L n
o
=
| BRTHBATE GRADE "] HOME LANGUAGE E
COMALE [ FEMALE 5
STUDENT'S HOME ADDRESS -~ NUMBER | STREET APT # CITY ZIP CODE %
“a
MAILING ADDRESS -- NUMBER STREET APT# CITY ZIP GODE =
{IF LIFFERENT FROM ABOVE) i
PARENT'S / LEGAL GUARDIAN'S LAST NAME | FIRST NAME RELATIONSHIP TO STUDENT LIVES WITH?
[] Yes [ No
WORK ADPRESS -- NUMBER | STREET Ty TP CODE
CONTACT NUMBERS Indicate which phone to call for eagh message typarr | EMAIL ADDREGS: T
HOME EMERGENCY [JHeme [ [ Coll | 3 Work
CELL | "ATTENDANCE [OJHome | CJGCel § [ Work
“WORK GENERAL INFO | [ Home | (JGell ¢ [1Work
'PARENT'S { LEGAL GUARDIAN'S LASTNAME | FIRSTNAME RELATIONSHIP TO STUDENT LIVES WITHY
‘ [ ¥es {J No
WORK ADDRESS -- NUMBER | STREET eIty ZIF CODE
CONTACT NUMBERS [ ndicate which phone to call for each message typer* EMAIL ADDRESS:
HDME EMERGENCY O Home | CJCall | [J] Work
GEEL ATTENDANCE | [“lHome | [ Gell | [T Werk
WORK GENERAL INFO O Home | OICell | T Work
To the principal: In case you ara unable fu reach me during any emergency, you are aufhorized to contact and, if necessary, release my child ta any of the followlng:
NAME RELATIONSHIP HQME PHGNE GELL PHONE WORK PHONE - |
5 1
NANE RELATIONSHIR ™" HOME PHONE CELL PHONE WORK PHONE ﬁ
= |
NAME RELATIONSHIF HOME PHONE CELL PHONE WORK PHONE i |
"Lizi any ather famlly members aftending this sehool; o - |
LAST NAME FIRST NAME HOME ROOM | GRADE RELATIONSHIP ‘
LAST NAME FIRST NAME T HOMEROOM | GRADE | RELATIONSHIP ‘
AUTHORIZATION FOR EMERGENCY MEDICAL TREATMENT
The undersigned, as parentiagal guardlan of, & minor,
o {Frint namn of thn studen! hore)
heraby authorizes the principal or designee, inta whose cara the student hias been enrusted, to consent to any X-ray examinalion, snesthetic, medical or surgical diagnosis,
treatmant, andfor hospHal care to be rendered to the studant upon the advice of any licensed physician and/or denfist, 1t is understand that this autharization is given in advance
ol uny raquived diagnosis, teatment, or hospital care and provites authorily and pewer 1 the Los Angeles Unified Scheal District (“District”) o give specific conzent to any and sll
such disgrosis, taatment, of hospital care which & licensed physician or denllst may deom nocessary. This authonization is given in accerdsance wilh Seclion 49407 of the
Cafiforia Education Cads, and shall remain effective until revokad in writing and delivared to the District. # understand that the District, its officers and iy ampleyses assumo no
liability af any nature in retation fo the tansportation of the student. | fsrther undenstand thet all costs of paramedic fransportation, hospitalization, and any examination, X-ray, of
trcatment provided in retation to this autherization shall be my scle responsibifty as the student's parentiquardian. i
HEALTH ALERTS - Ligl ary modical condition which restricts physical activity or requires special aftention. Include conditions such 2s asthma and allergles such as
peanut and bee stings. If none, pleasa indicate "hone”,
DOES THE STUDENT HAVE HEALTH INSURANGE? (Check Ong) _E1VES (TNO® It "Yes™ L Private Hualth Insiiranco  [] Medi-Cal [ Heslthy Families
MEDI-CAL / HEALTHY FAMILIES ID Number: l
1. BRIVATE HEALTH INSURANCE NAME T GROUP ND. 2. PRIVATE HEALTH INSURANCE NAME GROUP NO.
{If covered under mora than one plan)
NAME OF DOCTOR | MEDICAL OFFICE |"PHONE NUMBER OF DOCTOR [ MELIGAL OFFICE ™"

"Il the student comently does not have heeflf insurange, information i frce or low-cost heallh nere prograns s availablo by cafing the District’s tell-ree HELPIINE T(BGR) 422274,

MY GHILD 1§ ALLERGIC TO THE FOLLOWING MEDICATIONS:

“WY CHILD CLURRENTLY TAKES THE FOLLOWING MEDHCATIONS:

“J' CERTIFY THAT | HAVE READ AND UNbERSTDDD THIS FORM AND DO HEREBY GIVE MY AUTHORIZATION FOR EMERGENCY MEDICAL TREA'I;MENT, AND THAT ALL

OF THE INFORMATION | HAVE PROVIDED QN THIS FORM IS TRUE AND CORRECT,

X

DATE

SIGNATURE OF: [CHECK GNE)

[ PARENT

[ LEGAL GUAREIAN

= Selected telaphans number mugt be & direct dial number (N0 axfansions).

Ftavimil Marcl) 2010

THLSKI SR



