EMERGENCY INFORMATION FORM

Students name:_____________________________

Student’s Social Security Number:_______-________-________

City_________ State_________ County________

Family Physician:________________ Physician Phone:______________

Parent’s Name:__________________ Parent’s Phone:_______________

Person to contact in an emergency, if parent cannot be reached.


Name:_____________________ Relationship to Student:____________

Phone Number:__________________ Pager/Cellular:_______________

Does your child have any medical problems which we should be aware of?

_____Yes ____No    If yes, please explain_________________________

___________________________________________________________

___________________________________________________________

Does your child take any medications regularly:_____________________

Does your child need assistance in administering this medication:_______

Parents Statement

I hereby give my permission for my daughter/son to participate in the Pip Start Intern Program. I understand that all program rules will be in force at all times.  In the event of injury or illness to my child while under the supervision of an employer, I will be contacted for permission and directions regarding emergency treatment.  If I cannot be contacted, my signature below indicates permission for any necessary treatment to be given. 

Parent/Guardian:_________________________ Date:____________

