STUDENT PARTICIPATION/EMERGENCY FORM
​​​​​____________ SCHOOL YEAR
NOTE:  This information will accompany student in an emergency/crisis and top page given to the transportation carrier.
STUDENT’S NAME: ______________________________ DOB: ___________  SEX: ________DISTRICT ___________
LIVING WITH: Natural Parent __________ Foster Parent __________ Group Home __________ Other ____________

NAME OF PARENT/GUARDIAN:

     MOTHER’S NAME:________________________________________________________________________

NUMBER AND STREET: ____________________________________________________________________

CITY, ZIP CODE: __________________________________________________________________________
HOME PHONE NUMBER: _____________________     WORK PHONE NUMBER: ____________________
            CELL PHONE NUMBER: ______________________     EMAIL ADDRESS: __________________________
     FATHER’S NAME: _______________________________________________________________________
NUMBER AND STREET:   _________________________________________________________________
CITY, ZIP CODE: _________________________________________________________________________
HOME PHONE NUMBER: ______________________   WORK PHONE NUMBER: ___________________
               CELL PHONE NUMBER: __________________     EMAIL ADDRESS: _________________________
     DAY CARE INFORMATION:


Does your child participate in Day-Care?   Yes ____    No ____   Contact person at Day-Care _____________

Day-Care Telephone Number __________________    Pickup: Home _________  Day-Care _____________

Day-Care Name ____________________________ 
Drop off: Home _________ Day-Care _____________

Day-Care Address _________________________________________________________________________
Please list name, and phone number of three persons (neighbors, friends, or relatives) the school may contact and release your student to in an EMERGENCY if you cannot be contacted.

RELATIONSHIP

NAME




TO CHILD

ADDRESS


PHONE

__________________________________    ___________________    ___________________________    _____________


__________________________________    ___________________    ___________________________    _____________

__________________________________    ___________________    ___________________________    _____________
_______________________________________________________


____________________________
Signature of Parent/Guardian






Date:

*By initialing I agree that this top page will be given to my child’s transportation carrier.
__________
                                                                                                                                                (parent’s initials)

STUDENT’S NAME: ___________________________________
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Can SPEED take and use pictures and recordings of your child for public release in connection with the school?  

Yes _____ No _____

Can SPEED use your child’s photograph in a video year book?     Yes ______
No ______

Additional information that would assist in educational programming for your child: 
_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

FOSTER AGENCY INFORMATION: 
FOSTER AGENCY: _______________________________________________________________________ 

CASE WORKER’S NAME: __________________________________ PHONE NUMBER: ______________

PRIMARY DOCTOR’S NAME: ________________________________________ PHONE NUMBER: _______________
OTHER DOCTORS WHO TREAT YOUR CHILD:
DOCTOR’S NAME: ___________________________________________________ PHONE NUMBER: _______________
DOCTOR’S NAME: ___________________________________________________ PHONE NUMBER: _______________
1. Child’s Medical Diagnos(es):__________________________________________________________________________
2. List all medications your child receives daily:
Dosage

Times







Medication


Given

Given

Reason


__________________________________________________________________________________________

__________________________________________________________________________________________

3. List medical treatments/procedures your child requires:
Treatment



Times Given



Reason

__________________________________________________________________________________________

__________________________________________________________________________________________

What is your child allergic to? _________________________________________________________________________
Describe symptoms of allergies: _______________________________________________________________________

________________________________________________________________________________________________

Advise what care is necessary for the allergy symptoms: ____________________________________________________
Special fluid needs: ________________________________________________________________________________

List food restrictions: _______________________________________________________________________________

Diet - please circle one:   Regular Diet

Chopped Foods Diet

Blended (pureed) Diet

            Tasting Only

Nothing by Mouth

SPECIAL NEEDS/PRECAUTIONS ABOUT YOUR CHILD’S DIET: ________________________________________
________________________________________________________________________________________________
STUDENT’S NAME: __________________________
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Check Yes or No.

YES


NO

COMMENTS
________________________________________________________________________________________________

Blind
________________________________________________________________________________________________

Vision Impaired
________________________________________________________________________________________________

Eyeglasses
________________________________________________________________________________________________

Deaf

_________________________________________________________________________________________________

Hearing Impaired








wears hearing aids:
_______________________________________________________________________YES______NO_____________
Verbal (talks)

_________________________________________________________________________________________________

Ambulatory (walks)

_________________________________________________________________________________________________

Activity Precautions

_________________________________________________________________________________________________

Wheelchair

_________________________________________________________________________________________________

G Tube

_________________________________________________________________________________________________

Shunt

_________________________________________________________________________________________________

Tubes in Ears

_________________________________________________________________________________________________

Tracheotomy

_________________________________________________________________________________________________

Heart Condition

_________________________________________________________________________________________________

Skin Problem

_________________________________________________________________________________________________

Down Syndrome

_________________________________________________________________________________________________

Cerebral Palsy

_________________________________________________________________________________________________

Fragile X Syndrome
_________________________________________________________________________________________________

Bladder Control

_________________________________________________________________________________________________

Bowel Control

_________________________________________________________________________________________________

Asthma

_________________________________________________________________________________________________

Diabetes

_________________________________________________________________________________________________
Seizures








Date of Last Seizure

Describe your child’s seizure activity: ___________________________________________________________________
 ________________________________________________________________________________________________

Additional medical diagnoses or health concerns: _________________________________________________________
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