
PIEDMONT UNIFIED SCHOOL DISTRICT - EMERGENCY CARD 
 

______________________________________________ _______ ____/____/____ ___________________________ _____ 
Student Name (LAST,  First) Gender Birthdate Teacher Grade 

_______________________________________________ _______________________________________________ 
Parent/Guardian Name Parent/Guardian Name 

____________________________________________________________________ ____________________________________________________________________  
Address     City, State  Zip    Address     City, State  Zip 
 
(_____)_________________ (_____)_________________ (_____)_________________ (_____)_________________ 
Home Phone Work Phone Home Phone Work Phone 

(_____)_________________ _________________________ (_____)_________________ ________________________ 
Cell  Phone Email Cell Phone Email 

____________________________ (_____)______________ ____________________________ (_____)______________ 
Stepparent’ss Name (if applicable) Work Phone Stepparent’s Name (if applicable) Work Phone    
  

Doctor _____________________ Phone (_____)______________ Dentist _______________________ Phone (_____)______________ 
 

If an accident or emergency occurs and neither parents nor guardians can be contacted,  I authorize /  I do not authorize  school personnel to arrange 
transportation by ambulance for appropriate medical treatment at my expense.  

If an injury is of a serious nature, my child should be taken to  the nearest emergency room /  Other: ___________________________________________________ 

 

In case you cannot be reached, designate four local people to whom your child may be released in case of illness, injury or an emergency. 
 

NAME ADDRESS / CITY HOME WORK CELL 

`     

     

     

     

In the event of a major emergency (e.g., earthquake) he/she «earthquake» be released to a designated adult or relative. (The school will maintain a record of your 
child’s release, including the name of person, time of pickup, and destination.)  

 
MEDICAL EMERGENCY 

The signature below authorizes emergency medical treatment as outlined above. This signature also authorizes the minor injury/illness procedure I have initialled above. 
 
___________________________________ __________ ___________________________________ __________ 
Signature of Parent/Guardian    Date   Signature of Parent/Guardian    Date   



CONFIDENTIAL 
 
Student:   ___________________________________________   Grade:   _______   Birthdate:   ___/___/___ 

 
Student’s Health Conditions 
 
If your child has a health condition which should be brought to the attention of school personnel, it is your responsibility to inform the school (e.g., allergies, medication(s), vision, 
hearing problems, or activity restrictions). It is our policy to share this information with school personnel.      I do not want this information shared with teachers. 
 
  NONE  
 

ALLERGIES  

ASTHMA  

SEIZURES  

VISION  

HEARING  

CHRONIC HEALTH 
PROBLEM(S) 

 

RELEVANT HEALTH 
HISTORY 

 

OTHER  

 
 
____________________________________________ ____________  
Signature of Parent/Guardian       Date    

 


