[image: image1.png]



Knox School Summer Adventures - Emergency Contact Form

A. Child’s Name_______________________________DOB___________Sex_________

Address____________________________________________Phone _______________

Parent /Guardian #1  Name________________________Home Phone_____________

Home Address______________________________Cell Phone_____________________

Place of Employment_________________________Work Phone___________________

Parent/Guardian #2 Name________________________Home Phone______________

Home Address_______________________________Cell Phone____________________
Place of Employment__________________________Work Phone__________________

B. Physician Name__________________________Phone # _______________________
Medical Insurance Company Name__________________________ ID #_____________

Dentist Name____________________________________Phone___________________

Emergency contact who may be notified in case of emergency and may pick up you child at any time from SAAK.  *To be called only after trying to contact parents/guardians. 

Name                 Relationship to child              Phone #1               Phone #2
1.__________________   _   ________________________________________________

2.______________________________________________________________________
3.______________________________________________________________________

C. Siblings:   Name                DOB                           Sex                         At SAAK? Y or N
________________________________________________________________________________________________________________________________________________________________________________________________________________________
D.  **  Please provide a photo of your child for our records.  Physical description below...

    Eye color_____________Hair color_______________  Skin color________________

    Height____________Weight_________ Identifying marks______________________

Parent/Guardian permission for medications to be administered at camp :

  Bacitracin Topical Y___N___   Caladryl Topical Y___N___ Cough Drops Y____N___

Parent Signature:_________________________________Date:___________________
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