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	Medical Emergency Card
    Child’s Name: __________________________________ DOB: ___________   E-Mail: __________________________
       Address:  _______________________________________________________   Phone #  _________________________


	Mother’s Name:__________________________________
Address ________________________________________
_______________________________________________
Employer & Hours: ______________________________
Work address: ___________________________________
Work #  ________________________________________
Home # ________________________________________
Cell# __________________________________________
Home Language: ________________________________

Interpreter Needed:     FORMCHECKBOX 
 Yes               FORMCHECKBOX 
No
	Father’s Name: ____________________________________
Address _________________________________________
________________________________________________
Employer & Hours: _______________________________
Work address: ___________________________________
Work #  ________________________________________
Home # ________________________________________
Cell# __________________________________________
Home Language: ________________________________

Interpreter Needed:       FORMCHECKBOX 
 Yes               FORMCHECKBOX 
No


Local Friend or Relative to notify in case of emergency (must list two and authorize to transport)
	Name: ________________________________________
Address_________________________________________
 _______________________________________________
Relationship to child: ______________________________
Work #   ________________________________________
Home #  ________________________________________
Cell#      ________________________________________
Home Language: ________________________________

Interpreter Needed:     FORMCHECKBOX 
 Yes               FORMCHECKBOX 
No
	Name: __________________________________________
Address_________________________________________
 _______________________________________________
Relationship to child: ______________________________
Work #   ________________________________________
Home #  ________________________________________
Cell#      ________________________________________
Home Language: ________________________________

Interpreter Needed:      FORMCHECKBOX 
 Yes               FORMCHECKBOX 
No


	In addition to those listed above, others who may pick-up and transport child other than parent (must be 14 yrs or older).

	Name: ________________________________________
Address_________________________________________
 _______________________________________________
Relationship to child: ______________________________
Work #   ________________________________________
Home #  ________________________________________
Cell#      ________________________________________
Home Language: ________________________________

Interpreter Needed:     FORMCHECKBOX 
 Yes               FORMCHECKBOX 
No
	Name: ________________________________________
Address_________________________________________
 _______________________________________________
Relationship to child: ______________________________
Work #   ________________________________________
Home #  ________________________________________
Cell#      ________________________________________
Home Language: ________________________________

Interpreter Needed:       FORMCHECKBOX 
 Yes               FORMCHECKBOX 
No


	Name: ________________________________________
Address_________________________________________
 _______________________________________________
Relationship to child: ______________________________
Work #   ________________________________________
Home #  ________________________________________
Cell#      ________________________________________
Home Language: ________________________________

Interpreter Needed:     FORMCHECKBOX 
 Yes               FORMCHECKBOX 
No
	Name: ________________________________________
Address_________________________________________
 _______________________________________________
Relationship to child: ______________________________
Work #   ________________________________________
Home #  ________________________________________
Cell#      ________________________________________
Home Language: ________________________________

Interpreter Needed:       FORMCHECKBOX 
 Yes               FORMCHECKBOX 
No

	Custody / Court Orders                                                                                  FORMCHECKBOX 
  Legal documentation on file       
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Medical Emergency Card
Child’s Name: ______________________________ DOB: ___________   Classroom: _______________________
	Child’s PCP: ______________________
Address:     ________________________
Phone:        ________________________
    
	Hospital Preference: ____________________________________________
Last DPT Immunization Date: ____________________________________
Current  Medications: ___________________________________________
Allergies:  ____________________________________________________
History of Seizures?    Yes     /     No
MaineCare or Insurance #: _______________________________________


	Child’s Dentist: ____________________
Address:    ________________________
Phone:       ________________________

	

	

	Staff:  ________________________________________________________    Date: ____________________
Updated:  _____________________________________________________     Date: ____________________

	Updated:  __________________________________________________________     Date: ______________________
Updated:  __________________________________________________________     Date: ______________________
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