
West-Mont Christian Academy 

       Student Emergency Information  
(Please Print Clearly) 

 
Name___________________________________________________  Home Phone________________________________ 

 
Current Medical Conditions: ___________________________________________________________________________________ 

 

Allergies (including any drug allergies) __________________________________________________________________________ 

 

Current Medications: _________________________________________________________________________________________ 

 

Doctor:  _________________________Phone:(______)___________ Dentist: ________________________Phone: (______)__________ 

 

Health Insurance _______________________________________________________     I.D.#______________________________ 

 

In case of an emergency, illness, or accident, please contact (in the order of desired action): 

 Please list names including your own. 

  Name    Relationship  Daytime Phone  Cell Phone 

 

1. _________________________________________________________(_____)_____________(_____)______________ 

 

2. _________________________________________________________(_____)_____________(_____)______________ 

 

3. _________________________________________________________(_____)_____________(_____)______________ 

 

I hereby give permission that if a parent cannot be reached in an emergency, my/our child may be taken to the nearest  

Hospital or, if possible, to (preferred) _________________________________________________________hospital. 

 

Date: ______________________________Signature of Parent/Guardian:__________________________________________ 

West-Mont Christian Academy 

       Student Emergency Information  
(Please Print Clearly) 

 
Name___________________________________________________  Home Phone________________________________ 

 
Current Medical Conditions: ___________________________________________________________________________________ 

 

Allergies (including any drug allergies) __________________________________________________________________________ 

 

Current Medications: _________________________________________________________________________________________ 

 

Doctor:  ________________________Phone:(______)_____________Dentist: ________________________Phone: (______)_____________ 

 

Health Insurance _______________________________________________________     I.D.#______________________________ 

 

In case of an emergency, illness, or accident, please contact (in the order of desired action): 

 Please list names including your own. 

  Name    Relationship  Daytime Phone  Cell Phone 

 

4. _________________________________________________________(_____)_____________(_____)______________ 

 

5. _________________________________________________________(_____)_____________(_____)______________ 

 

6. _________________________________________________________(_____)_____________(_____)______________ 

 

I hereby give permission that if a parent cannot be reached in an emergency, my/our child may be taken to the nearest  

Hospital or, if possible, to (preferred) _________________________________________________________hospital. 

 

Date: ______________________________Signature of Parent/Guardian:__________________________________________ 


