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  (Please	
  print	
  legibly)	
  
	
  
Student’s	
  Name	
  	
  ______________________________________________________________________________	
  Grade	
  ______________________________	
  
Address	
  ____________________________________________	
  City	
  _____________________________	
  State	
  	
  ___________	
  Zip	
  Code	
  ________________	
  
Birthdate	
  _____________________________________________	
  Telephone	
  Number	
  ______________________________________________________	
  
	
  
Primary	
  Contact	
  ___________________________________________	
  	
  	
  	
  Secondary	
  Contact	
  _____________________________________________	
  
Relationship	
  _______________________________________________	
  	
  	
  	
  	
  Relationship	
  _____________________________________________________	
  
Phone	
  Number_____________________________________________	
  	
  	
  	
  	
  Phone	
  Number___________________________________________________	
  
Employer____________________________________________________	
  	
  	
  	
  Employer	
  ________________________________________________________	
  
Work	
  Phone	
  ________________________________________________	
  	
  	
  	
  Work	
  Phone	
  _____________________________________________________	
  
	
  
Other	
  phone	
  numbers	
  where	
  parent/guardian	
  can	
  be	
  reached:	
  
Mom’s	
  Cell	
  Number:	
  _______________________________________	
  	
  	
  	
  Dad’s	
  Cell	
  Number:	
  ____________________________________________	
  
	
  
Physician’s	
  Name	
  __________________________________________	
  	
  	
  	
  Dentist’s	
  Name	
  _________________________________________________	
  
Phone	
  ________________________________________________________	
  	
  	
  	
  Phone	
  ___________________________________________________________	
  
	
  

	
  	
  	
  	
  	
  In	
  case	
  of	
  an	
  emergency	
  and	
  parent/guardian	
  cannot	
  be	
  reached,	
  please	
  contact	
  one	
  of	
  the	
  following	
  persons	
  listed	
  below	
  	
  
	
  
First	
  Contact:	
  	
  _____________________________________________	
  	
  	
  	
  	
  	
  Second	
  Contact:	
  _________________________________________________	
  
Name	
  _______________________________________________________	
  	
  	
  	
  	
  	
  Name	
  ______________________________________________________________	
  
Address	
  ____________________________________________________	
  	
  	
  	
  	
  	
  Address	
  ___________________________________________________________	
  
City	
  _____________________________	
  State	
  ______	
  Zip	
  __________	
  	
  	
  	
  	
  City	
  _______________________________	
  State	
  ________	
  Zip	
  _____________	
  
Phone	
  ______________________________________________________	
  	
  	
  	
  	
  	
  Phone	
  ______________________________________________________________	
  
Relationship	
  to	
  Child	
  ____________________________________	
  	
  	
  	
  	
  	
  Relationship	
  to	
  Child	
  ___________________________________________	
  
	
  
Facts	
  concerning	
  the	
  child’s	
  medical	
  history	
  (include	
  allergies,	
  medications	
  being	
  taken,	
  physical	
  impairments,	
  or	
  any	
  other	
  
information	
  to	
  which	
  a	
  physician	
  should	
  be	
  alerted.	
  You	
  may	
  use	
  the	
  back	
  of	
  this	
  form	
  if	
  extra	
  space	
  is	
  needed):	
  	
  ________________________	
  
_________________________________________________________________________________________________________________________________________________________	
  
I	
  understand	
  that	
  this	
  form	
  will	
  stay	
  on	
  file	
  at	
  JCCS	
  during	
  the	
  current	
  school	
  year.	
  	
  By	
  signing	
  in	
  one	
  of	
  the	
  two	
  spaces	
  below,	
  I	
  am	
  stating	
  
that	
  everything	
  in	
  this	
  form	
  is	
  correct	
  and	
  any	
  changes	
  that	
  are	
  made	
  must	
  be	
  in	
  writing.	
  	
  A	
  new	
  emergency	
  form	
  must	
  be	
  completed	
  in	
  
order	
  for	
  a	
  student	
  to	
  begin	
  each	
  new	
  school	
  year.	
  
Please	
  sign	
  in	
  one	
  of	
  the	
  two	
  spaces	
  provided	
  below:	
  
	
  

PERMISSION	
  TO	
  TRANSPORT	
  AND	
  OBTAIN	
  TREATMENT	
  
In	
  the	
  event	
  reasonable	
  attempts	
  to	
  contact	
  me	
  have	
  been	
  unsuccessful,	
  I	
  hereby	
  give	
  my	
  permission	
  for:	
  (1)	
  the	
  administration	
  of	
  any	
  
needed	
  treatment	
  deemed	
  necessary	
  by	
  the	
  named	
  physicians,	
  or	
  in	
  the	
  event	
  the	
  designated	
  practitioner	
  is	
  unavailable,	
  by	
  another	
  
licensed	
  physician	
  or	
  dentist;	
  and	
  (2)	
  the	
  transfer	
  of	
  my	
  child	
  to	
  (preferred	
  hospital)	
  ___________________________	
  or	
  any	
  hospital	
  reasonably	
  
accessible.	
  	
  This	
  authorization	
  does	
  not	
  cover	
  major	
  surgery	
  unless	
  the	
  medical	
  opinions	
  of	
  two	
  other	
  licensed	
  physicians	
  or	
  dentists,	
  
concurring	
  in	
  the	
  necessity	
  for	
  such	
  surgery,	
  are	
  obtained	
  before	
  surgery	
  is	
  performed.	
  

	
  
Signed	
  ________________________________________________________________________________________	
  	
  	
  	
  Date	
  ___________________________________________	
  

	
  
REFUSAL	
  TO	
  GRANT	
  PERMISSION	
  TO	
  TRANSPORT	
  AND	
  OBTAIN	
  TREATMENT	
  

I	
  DO	
  NOT	
  give	
  permission	
  to	
  transport	
  my	
  child	
  for	
  emergency	
  medical	
  or	
  dental	
  care.	
  	
  In	
  the	
  event	
  of	
  an	
  illness	
  or	
  injury	
  which	
  requires	
  
emergency	
  medical	
  or	
  dental	
  treatment,	
  I	
  wish	
  JCCS	
  to	
  take	
  the	
  following	
  actions:	
  (You	
  may	
  use	
  the	
  back	
  of	
  this	
  form	
  to	
  provide	
  the	
  
necessary	
  information).	
  
	
  
Signed	
  ________________________________________________________________________________________	
  	
  	
  	
  Date	
  ___________________________________________	
  

	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Jefferson	
  County	
  Christian	
  School	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  125	
  Fernwood	
  Rd,	
  Wintersville,	
  OH	
  43953	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Phone	
  #-­‐740.275.4326	
  Fax	
  #-­‐740.275.4296	
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