
Student Name:
Address:

2006-2007 EMERGENCY CARD - Linton Springs
Gender: Homeroom: Grade:

Birthdate: I  I  Locker:

Teacher:
City/State/Zip:

Phone:

Transportation lnformation: tr Bus Rider tr Walker

Before School (AM) Pick Up Bus #:

Address:
(Only one PM location is allowed)

After School (PM) Drop Off Bus#:

Address:

ParenUGuardian Information :

Mother:

Please circle the name of the person to contact first in an emergency

Address:

City & Zip:

Home Ph:

Pager/Cell :

E-Mai l :

Work Ph:

Father:

Address:

City & Zip:

Home Ph:

Pager/Cell :

E-Mai l :

Work Ph:

Who has legal custody of this student? tr Father tr Mother D Both D Guardian ( i f  not mother/father)

l f  gua rd i an ,  Name Relat ionship: Phone :

Emergency Contacts: List names and phone numbers of persons you give the school permission to contact i f  you cannot be reached.

Name: Phone: Alt .  Phone: Relat ionship:

Phone :

Phone :

Al t .  Phone: Relat ionship

Al t .  Phone: Relat ionship:

ParenUlegal  Guardian must s ign th is card.  Your s ignature indicates your agreement for  CCPS
staff to communicate with you or others listed on this card, by phone or email. Your signature

:iT:;l:: 33::,j,"Ji'"',#jil"^iff?:::J"T:::l;:|"::i:ili:::HL"'l: 
'' vou are not Pa'€nt/Lesdbuardian sisnature

Student Name: 2006-2007 EMERGENCY MEDICAL CARD - Linton Springs
l f  your chi ld requires immediate medical  at tent ion and 911 is  act ivated,  he/she wi l l  be taken to the
nearest  hospi ta l  by ambulance.  Medical  informat ion wi l l  be re leased to the hospi ta l  and/or
emergency medical  technic ian.

Please answer the following questions regarding your child's medical needs:
1. Does your chi ld currently have a medical condit ion that may be l i fe{hreatening and require 911 noti f icat ion? tr YES tr NO

lf yes, please l ist the condit ion. The school nurse wil l  contact you for further information.

Date

HOmeroom: Grade:

2. Does your chi ld have: a.)a serious health problem or chronrc condit ion? tr YES tr NO
b.) al lergies (food, medication, other)? C YES tr NO

lf yes, please explain:

3. Does your chi ld take dai ly medication (other than vitamins & f luoride)? tr yES tr NO
lf yes, l ist the medications (prescript ion or non-prescript ion) and reason for taking them.

Note: In accordance with the policy of Carroll County Public Schools, students may not carry medication to or from school, at any time. Failure to comply with this
policy will result in suspension. All medication must be personally delivered, by an adult, to the nurse or other school official. A properly completed medication

consen t f o rmmus tbep rov idedw i t h themed i ca t i on .  Th i s f o rm isava i l ab l ea t schoo l  andmus tbe  comp le ted i f  t hech i l d i s t o rece i vemed i ca t i ona t schoo l .

Physician's Name:

Dentist 's Name:

Phone:

Phone

Names of school-aged sibl ings Date of Birth School Grade

1 .

)

3 .
^

PLEASE DO NOT SEPARATE THESE SHEETS, SEND BOTH COPIES BACK TO THE SCHOOL
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