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Toledo Christian Schools, Inc. 

EMERGENCY MEDICAL AUTHORIZATION / CONTACT INFORMATION 
 

Student’s Name________________________________________ Grade __________  D.O.B._____________________ 
   Last   First 

_______________________________________        __________   _____________________ 

 

_______________________________________       __________   _____________________ 

 

_______________________________________       __________   _____________________ 

 

Mother’s Name ___________________________________ Father’s Name ____________________________________  
   Last   First     Last   First 

Address____________________________________________________ Home Phone # _________________________  

 

WHERE CAN PARENTS BE REACHED IF NOT AT HOME?  

 

Mother’s Work Phone #____________________ Cell Phone #____________________ Pager #_____________________ 

 

Father’s Work Phone # ____________________ Cell Phone #____________________ Pager #_____________________ 

 

LIST TWO PEOPLE WHO WILL ASSUME TEMPORARY CARE OF YOUR CHILD IF YOU CANNOT BE 

REACHED: 
Name_______________________________________________________________ Relationship__________________________________ 

 

Home Phone #_________________________ Work Phone #_________________________ Cell Phone #__________________________ 

 

Name_______________________________________________________________ Relationship__________________________________ 

 

Home Phone #________________________ Work Phone #_________________________ Cell Phone #___________________________ 

 

In case of accident or serious illness, I request the school to contact me.  If the school is unable to reach me, I hereby 

authorize the school to call the physician indicated below and to follow his/her instructions.  If it is impossible to contact this 

physician, the school may make whatever arrangements seem necessary.  This authorization does not cover major surgery 

unless the medical opinions of two other licensed physicians concurring in the necessity for such surgery, are obtained 

before surgery is performed.   

 

Mother’s Signature_________________________________ Father’s Signature_________________________________ 

 

Physician’s Name__________________________________ Physician’s Phone #_________________________________ 

 

Dentist’s Name ___________________________________  Dentist’s Phone #__________________________________ 

 

Preferred Hospital_________________________________ Insurance Company_________________________________  

 

Insurance Policy or Group #__________________________ Carrier’s (Parent) Name______________________________  

 

Carrier’s (Parent) D.O.B.____________________________ Carrier’s (Parent) SS#_______________________________ 

 

ALLERGIES AND OTHER CONDITIONS: 
Child  _________________________________________________  Child__________________________________________________ 

 

_______________________________________________________  ______________________________________________________ 

 

Child  _________________________________________________  Child__________________________________________________

  

_______________________________________________________  _______________________________________________________

  


