
FAMILY & EMERGENCY INFORMATION 
 
Student’s Name__________________________Date of Birth___________Gr/Teacher_____________ 

FOR SCHOOL YEAR 2011-2012 
1st Parent/Guard. Contact  Please Print Full Name 

 
Work# 
Cell # 
Email: 

Relationship  
Employer  
 
Telephone Number(s) 

 
Home # 

   
2nd Parent/Guard. Contact  Please Print Full Name 

 
Work# 
Cell # 
Email: 

Relationship  
Employer  
 
Telephone Number(s) 

 
Home # 

   
Emergency Contact 1  Please Print Full Name 

 
Work# 
Cell # 
Email: 

Relationship  
Employer  
 
Telephone Number(s) 

 
Home # 

   
Emergency Contact  2  Please Print Full Name 

 
Work# 
Cell # 
Email: 

Relationship  
Employer  
 
Telephone Number(s) 

 
Home # 

Child’s  Physician  ______NO, NJ Family Care provides 
free or low cost health insurance for 
uninsured children and certain low 
income parents.For more info call  
1-800-701-0710 or visit 
www.njfamilycare.org  to apply online. 
You may release my name and 
address to the NJ FamilyCare Program 
to contact me about health insurance.  
Signature________________________ 
Print 
Name_______________________ 
Date______________________ 
Written consent required pursuant to 20 
U.S.C. $ 1232g (b)(1) and 34 C.F.R. 
99.30 (b) 
 

Dr.’s Office Phone Number  
Fax Number  
 
Other Information: 
 
NOTE: State Requirement 
Insurance Status must be 
supplied 

 
My child is covered by Insurance:   
_____YES 
 
Name of Insurance Company 
 
 
 
 

Medical conditions that your child has that we should be aware of: 
 
 
I hereby give permission for the school authorities to call a doctor or to send my child to a hospital in case of an emergency if I cannot be 
reached immediately by telephone. Although the above recommendation of the parent will be respected as far as possible, I understand that in 
the final disposition of an emergency case, the judgment of the school authorities will prevail.  Anytime the above information must be 
changed, I will notify the Principal in writing.  In addition, any pertinent health information may be shared with appropriate school personnel. 
 
If both parents are not living in the home, please indicate any restrictions regarding visitation at school, picking child up at school or other 
procedures that should be followed._______________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 
 
Signature of Parent/Guardian___________________________________________Date:_________________________ 
 
Home Address:___________________________________________Home Phone Number:______________________ 
        CONTINUED ON THE OTHER SIDE 

http://www.njfamilycare.org/�


Dear Parents, 
For your convenience, we have changed our standing orders to include medications 
such as Tylenol, Advil, Mylanta, and various cold remedies.  I will be permitted to give 
your child any of the listed medications you choose as needed during the school year.  
Please check any/all the medications you wish to have your child receive, if necessary, 
in school.  Before administering any medication, I would contact you at that time to be 
sure this is what you would like done.  The dosage for the medication would be 
according to the manufacturer’s recommendations.  If you do not wish your child to 
receive any medication, please check off that option.  However, if the time comes when 
your child would need some medication for pain or fever and you were not able to pick 
him/her up, I would not be permitted to administer such medication.  I need written 
permission on file in order to legally administer any medication.  This form can only 
be used to give permission to administer the listed medications.  If your child 
needs to take an inhaler, Benadryl for severe allergic reactions, Epi-pen or any other 
medication not listed, you need to obtain a doctor’s order from your own physician.    
The form must be signed and dated to be valid.  If you have any questions, please 
contact me. I hope this makes things a little easier for all of us this year. 
 
 
       Sincerely, 
             Colleen Hurley 
       School Nurse 
 
-------------------------------------------------------------------------------------------------------------------------------------------- 
___ NO, I DO NOT WISH THE NURSE TO GIVE MY CHILD ANY MEDICATION 
 
I give permission for the school nurse to administer the following medication(s) to my child, as needed 
during the school year. 
 
___ Acetaminophen (Tylenol) - includes Children’s, Junior, and Adult (dosage based on manufacturer’s 
recommendations) 
 
___ Ibuprofen (Advil/Motrin) - dosage according to manufacturer’s recommendations 
 
___ Mylanta -                     “      “ “  “ 
 
___ Benadryl -      “  “  “  “   
  
___Over-the-counter Cough and Cold remedies as provided by parent/guardian 
 
___ Cough drops and throat lozenges 
 
Please Print: 
 
Child’s Name__________________________  Grade/Teacher____________________________                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                    
 
Parent/Guardian Signature________________________ Date_____________ 
 
I understand that this signature gives the nurse permission to administer the designated medications to 
my child, as needed, during this school year only.     Revised 7/09 


	Emergency Contact Sheet_
	Meds Permission Form (2)_

