EMERGENCY INFO & AUTHORIZATION FOR CARE
This form and your child’s current immunization record (or signed exemption) must be completed and on file on or before your child’s first day of school.  Your child may NOT attend school if these forms are not returned, not current,  or lack the required signatures. 

	CHILD’S NAME:                                                                                           Age:                          DOB:

	Primary Residence:                                                                                                            


	Food allergies or health conditions requiring special care (attach care plan & medication release, if necessary)

	

	

	


	PARENT INFORMATION (place an *asterisk beside the number to be called first)

	
	Parent 1 (to call first)
	Parent 2

	Name
	
	

	Address
	
	

	City & Zip
	
	

	Hm. Phone
	
	

	Cell/Wk. Ph.
	
	

	Employer
	
	

	Wk. Address
	
	


	EMERGENCY CONTACTS (to be called if parents cannot be reached)

	
	Contact 1
	Contact 2

	Name
	
	

	Address
	
	

	City & Zip
	
	

	Hm. Phone
	
	

	Cell/Wk. Ph.
	
	

	The names, addresses, and phone numbers of persons authorized to pick up your child are to be listed on the Emergency Contact Card, as should the names of persons who should NOT pick up your child.


	HEALTH CARE PROFESSIONALS

	
	Pediatrician 
	Dentist

	Name
	
	

	Address
	
	

	Office Ph.
	
	

	
	Hospital of choice 
	

	Please choose one or provide info for other
	 FORMCHECKBOX 
   Avista Adventist Hospital: 100 Health Park Dr., Louisville, 80027 (303-673-1000)

	
	 FORMCHECKBOX 
   Exempla Good Samaritan: 200 Exempla Cir., Lafayette, 80026 (303-689-4000)

	
	 FORMCHECKBOX 
   Other hospital or care center:


	ANNUAL RELEASE FOR EMERGENCY CARE

	As legal guardian of the above-named child, I hereby authorize the employees of Fairview Montessori School, Inc., or FMS, to act accordingly in case of emergency, to call 911 before attempting to contact me or my spouse, to administer to my child pediatric first aid/CPR, to call my child’s doctors should the need arise, and to arrange for transport to a hospital or urgent care facility, either by one of the staff or by ambulance.  If I am not available, I give consent for the emergency contact(s) listed above to act on my behalf until I can be reached.  By signing, I agree to take financial responsibility for all charges associated with the emergency care of my child, to hold FMS harmless for any damages that may result there from, and to update this release for care each year my child is enrolled.


Please retain a completed copy of this form for your records.

	Signature:                                                                                                                Date:

	Signature:                                                                                                                Date:


