Exposures: School-to-Career Mentoring Program

(Coordinated by the Downriver Career Technical Consortium)

EMERGENCY MEDICAL INFORMATION

PLEASE FILL THIS FORM OUT COMPLETELY

Student’s Name:____________________________________________________
Male _____
Female ______



(Last)


(First)                            (Middle)

Address: _________________________________________________________________
Zip: _________


(Number)

(Street)


(City)

(Apt. #)

Home Phone #: _(      )_________________

Date of Birth: _______________
Grade: ________

Home School: _________________________
Principal’s Name: ________________________



School Phone #: _(___)_________________

Counselor’s Name: ____________________________
Counselor’s Phone #: _______________________

In case of an emergency, please provide us with a parent or parents’ name(s) and at least one additional contact in case we are unable to reach the parent(s):

1. ___________________________________
________________________
_______________________


Name




Relationship


Phone #


2. ___________________________________
________________________
_______________________


Name




Relationship


Phone #


3. ___________________________________
________________________
_______________________


Name




Relationship


Phone #


Does your child have any physical/medical difficulties or needs we should be aware of?   Yes_____
No _____

If yes, please describe:
_____________________________________________________________________________
____________________________________________________________________________________________________
Family Doctor: ______________________  Phone #: _(     )_____________  Hospital Preferred: ____________________
Insurance Company: ____________________________________

Phone Number: _(___)_______________
Policy #: _____________________
Group #: __________________
Membership #: _____________________
I hereby authorize the worksite, administrator or other school personnel, from my child’s home school district, to take my child to any doctor or hospital that will care for the child in case they are unable to contact any of the persons listed on this form. Any expense incurred by the emergency will be paid by the parents.

Parent’s signature: ______________________________________
Date: _________________

If it is necessary to change any of the emergency medical information, please notify Mrs. Leonard, Exposures Program Coordinator, at 734-782-3194. This is important for your child’s safety and welfare.
	The Downriver Career Technical Consortium complies with all federal laws and regulations of the U.S. Department of Education.  It is the policy of the Downriver Career Technical Consortium (DCTC) that no person shall, on the basis of race, color, national origin, gender, disability, or limited English proficiency, height, weight,  or religion be excluded from participation in, be denied the benefits of, or be subjected to discrimination under any program or activity and in employment.


