____________________
		
Student Name:  _________________________		Date of Birth:  ____________
EMERGENCY MEDICAL CARD


Name of Parent/Guardian:  _______________________________________________		



Cell Phone #:  ___________________	Home/Work Phone #: ____________________




Name of Physician:  ___________________________	   Phone:  _________________

[bookmark: _GoBack]	

List Medications:  ________________________________________________________



Allergies:  Yes           No          Type:  __________________________________________ 
Preferred Medical Facility:  __________________	______________________________


Name of Insurance Company:  __________________	   Policy: __________________ _____________________

