
St. Thomas  Student Emergency Information 

In case of an emergency, your contact numbers ( please include yours) will be  called in the order that they are 

listed   below.  You may list other responsible adults who will assume responsibility for your child if a parent cannot be 

reached. Please choose someone who is close to school. 

If you and the physician listed above cannot be reached in an emergency, and if in the judgment of the school     authori-

ties, immediate and/or hospital attention is indicated, do you authorize responsible school authorities to send your child 

(properly accompanied) to an available hospital or physician?    YES    NO 

Allergies:____________________________________________________________________ 

Does your child use:         Inhaler         Epipen           Medication:_________________________  

Other Health Concerns:________________________________________________________ 

___________________________________________________________________________ 

Signature of Parent or Guardian:_______________________________ Date:____________ 

Sign Off Date         

Changes? Yes     No Yes     No Yes    No Yes     No Yes    No Yes    No Yes    No Yes    No 

Initials         

Contact Name Phone Number  Type of number-home, cell, work Relationship to         

 (             )   

 (             )   

 (             )   

 (             )   

 (             )   

 (             )   

 (             )   

H T 

Office Use ONLY! 

Physician Name: Physician #: 

Dentist Name: Dentist #: 

Hospital Name: Hospital #: 

Student’s Name: Sex:   M    F Date of Birth: 

Home Address 

Mother’s Name: Father’s Name: 

Home Phone #: 



Permission to Release Information 

Please check the items you give St. Thomas staff permission to release to other parish      

members and publish in our school directory.   

______Child’s Name 

______Address 

______Phone Number 

______Parent(s) Names 

 

If you checked that we can list the parent(s) names, please write below how you want it listed: 

 

___________________________________(father/guardian) 

 

___________________________________(mother/guardian) 

 

Signature of Parent or Guardian:_______________________________ Date:____________ 

Each year after initially filling out this form, you may simply make adjustments (if necessary), then fill in 

the info below. 

 

 

 

Sign Off Date         

Initials         
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