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EXTRA-CURRICULAR EMERGENCY CARE & INFORMATION CARD
(PLEASE PRINT)
STUDENT ID#_______________						DATE:______________
STUDENT’S NAME:_______________________________________________________________________
				LAST				FIRST				MIDDLE
GRADE: ________	BIRTH DATE:____/____/____		GENDER:    FEMALE	    MALE
			           MM       DAY    YEAR				(CIRCLE ONE)
STUDENT’S PHYSICAL ADDRESS:___________________________________________________________
STUDENT’S MAILING ADDRESS:____________________________________________________________
STUDENT’S CELL PHONE #:________________________________________________________________
HOME PHONE:____________________________	STUDENT LIVES WITH:___________________________
MOTHER/GUARDIAN:_______________________________________	CELL:________________________
HOME PHONE:________________________	WORK PHONE:____________________________
MOTHER/GUARDIAN EMAIL:___________________________________________________________
FATHER/GUARDIAN:________________________________________CELL:_________________________
HOME PHONE:_________________________	WORK PHONE:_____________________________
FATHER/GUARDIAN EMAIL:____________________________________________________________

TRANSPORTATION:    _______ CAR RIDER       _______BUS (BUS #____)  	   ______WALKER              ______DRIVER

PLEASE LIST (3) DIFFERENT RELATIVE OR FRIENDS YOU ALLOW TO COME FOR YOUR CHILD OR WHO WILL KNOW WHERE TO REACH YOU.
NAME:_____________________________________ Relation: __________________  PHONE:_____________________________
NAME:_____________________________________ Relation: __________________ PHONE:_____________________________
NAME:_____________________________________ Relation: __________________ PHONE:_____________________________
PHYSICIAN’S NAME:________________________________________________       PHONE:_____________________________

THE ABOVE NAMED STUDENT HAS MY PERMISSION TO PARTICIPATE IN EXTRA- AND/OR CO-CURRICULAR ACTIVITIES AND TO TRAVEL WITH HEMPHILL ISD SPONSORED GROUPS TO COMPETE/PARTICIPATE IN THESE EVENTS.  IF, IN THE JUDGMENT OF ANY REPRESENTATIVE OF THE SCHOOL, MY STUDENT SHOULD NEED IMMEDIATE CARE AND TREATMENT AS MAY BE GIVEN MY STUDENT BY ANY PHYSICIAN, TRAINER, NURSE OR SCHOOL REPRESENTATIVE, I DO HEREBY AGREE TO INDEMNIFY AND SAVE HARMLESS THE SCHOOL OR HOSPITAL REPRESENTATIVE FROM ANY CLAIM BY ANY PERSON ON ACCOUNT OF SUCH CARE AND TREATMENT OF MY STUDENT.  I, THE PARENT/GUARDIAN, WILL ASSUME ALL EXPENSES INCURRED BY THIS TREATMENT.

Parent/Guardian Signature ___________________________________________ 

Health Information
Does your child have any SEVERE or LIFE-THREATENING allergies? No Yes>Please List Below
_____________________________________________________________________________
_____________________________________________________________________________
Does your child need treatment for these allergies while at school - No Yes>See Nurse for Form **PARENTS MUST SUPPLY ALL MEDICATIONS**

(Continue on Back)
Complete the following by checking all that apply to your child:
_____ ASTHMA- (IF YOU CHECK THIS, SEE SCHOOL NURSE)
Currently Prescribed Medications or Treatments needed at school for asthma
____________________________________________________________________________
Does student carry inhaler on self at school -    NO     YES>(SEE NURSE FOR FORM)
____ DIABETES - (SEE SCHOOL NURSE)
____ SEIZURE DISORDER - (SEE SCHOOL NURSE)
____ OTHER HEALTH CONDITIONS - (PLEASE LIST CONDITIONS)
_____________________________________________________________________________
_____________________________________________________________________________
Is your child on any routine medications -   NO   YES>(SEE SCHOOL NURSE) PLEASE LIST
_____________________________________________________________________________

Will your child be taking any routine medication at school - NO  YES>(SEE SCHOOL NURSE) PLEASE LIST
___________________________________________________________________________ 
Does your child require special procedures while at school - NO  YES>(SEE SCHOOL NURSE)

____ VISION CONDITIONS?             CONTACTS                          GLASSES
____ HEARING CONDITIONS? If checked, does the student wear Hearing Aids?   YES    NO

Hemphill ISD DOES NOT provide over the counter medications such as Ibuprofen, Tylenol, creams, cough drops, etc. If you want your child to have medications at school, the parent must bring them to the nurse’s clinic in the original, labeled container and completed permission forms. ANY MEDICATIONS THAT EXPIRE WHILE IN THE POSSESSON OF THE SCHOOL CLINIC WILL BE DISCARDED.
All/any of the above information may be provided to Hemphill ISD staff in order to keep each student’s health and safety at top priority. This information will only be given to those teachers, coaches, and staff directly involved with the student. Staff members are informed that all student information is confidential.
By signing below, the parent agrees to the above information and also authorizes Hemphill ISD to use its judgment
In securing the immediate care needed, including transportation in case of an emergency situation. Parent/Guardian accepts full responsibility for all charges incurred for these services.

Parent/Guardian Signature __________________________________________________ 

Date_________________________________

