	EMERGENCY CARD
	Darien Public Schools
	Grade
	     
	Homeroom#
	     

	(Kept securely by the coach at all times)
	Please Print
	Homeroom Teacher
	

	Student’s

Name
	     
	     
	     
	Date of Birth
	     
	Home Phone
	     

	
	last
	first
	middle
	
	
	
	

	Address
	     
	Parent email checked daily
	 FORMCHECKBOX 


	List at least 4 and number 1st, 2nd, 3rd, 4th   to call for illness or emergency.

	 FORMCHECKBOX 

	Mother
	     
	     
	     
	     
	     

	
	
	name
	home phone
	cell  phone
	work phone
	work town

	 FORMCHECKBOX 

	Father
	     
	     
	     
	     
	     

	
	
	name
	home phone
	cell  phone
	work phone
	work town

	 FORMCHECKBOX 

	Neighbor
	     
	     
	     
	
	

	
	
	name
	home phone
	cell  phone
	work phone
	home address

	 FORMCHECKBOX 

	Other
	     
	     
	     
	
	

	
	
	name
	home phone
	cell  phone
	work phone
	relationship

	Family Physician:
	(1st choice)
	     
	Phone
	     
	Hospital of choice:

	
	(2nd choice)
	     
	Phone
	     
	 FORMCHECKBOX 

	Stamford

	Family Dentist
	
	     
	Phone
	     
	 FORMCHECKBOX 

	Norwalk

	

	Information for Health Care Providers in case of Emergency: Please check all that apply here and on back:

	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes
	Allergic to:
	     
	Usual treatment
	     

	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes
	Medications (taken at school or home)
	     
	Used for:
	     

	     

	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes
	Other health issue(s) which may affect student in school,  sports, or on field trips:
	     


	TURN OVER

	Student’s Name
	     
	Date of Birth
	     

	

	For  pain or fever:
	

	I
	 FORMCHECKBOX 

	do
	 FORMCHECKBOX 

	Do not
	give my consent for the school nurse or her designate to give acetaminophen (Tylenol).

	Emergency Medical Authorization:

	1.
	I
	 FORMCHECKBOX 

	do
	 FORMCHECKBOX 

	Do not
	give my consent for the school to call a school physician if the physicians I list cannot be reached.

	2.
	If reasonable attempts to contact me or the other names listed have been unsuccessful:

	
	 FORMCHECKBOX 

	I do give my consent for the administration of any emergency treatment necessary by the available medical personnel.  This consent does not cover major surgery unless the medical opinions of two other licensed physicians or dentists are obtained prior to the performance of such surgery.

	
	OR
	

	
	 FORMCHECKBOX 

	I do not give my consent for any emergency treatment for my child.  In the event of illness or injury requiring emergency treatment, I wish the school authorities to:

	
	     

	
	Authorization for Physician to fax school or sports physical forms:

	
	     

	I hereby
	 FORMCHECKBOX 

	Do
	 FORMCHECKBOX 

	Do not
	authorize my child’s health care provider
	     

	to release information/records to the school nurse or her designate at
	     
	School

	consisting of  health assessment data and immunization records, as required by :

	1)  General Statutes (CGS) 10-206, mandated health assessment for school entry, grade 6, and grade 10, 

2)  CGS 10-204 mandated immunizations for school attendance, and/or

3)  Connecticut Interscholastic Athletic Conference (CIAC) mandated health assessment for sports participation (High School only).

This information will be used to permit the student to attend school and/or participate in interscholastic sports as well as to promote safety for the student and school community within the educational program, including academic and extracurricular activities. This authorization is valid beginning July 1 and will expire on June 30 of this school year. I understand that I may revoke this authorization at any time by submitting written notice of the withdrawal of my consent.  I recognize that health records, once received by the school district, will become education records protected by the Family Educational Rights and Privacy Act (FERPA) rather than the HIPAA Privacy Rule.  I also understand my child’s ability to obtain health care will not be affected if I do not authorize this release.

	     
	
	     

	Printed Name of Parent or Guardian
	Signature
	Date


