HICKORY GROVE SCHOOLHOUSE
A Homeschool Co-op  ·  Chagrin Falls, Ohio
hickorygroveschoolhouse@gmail.com

MEDICAL & EMERGENCY CONTACT FORM
Required before your child's first day — please complete in full
CHILD INFORMATION
Child's Full Name:  ____________________________________________________________
Date of Birth:  ____________________________	Age:  ____________________
Grade / School Year:  ____________________________	Gender:  ____________________
MEDICAL INFORMATION
Known Allergies  (list all — food, environmental, medication, and insect):


Medications Currently Taking  (include dosage and timing):


Medical Conditions or Diagnoses We Should Be Aware Of:


Dietary Restrictions or Food Sensitivities:


Does your child carry an EpiPen:  ____________________________	Does your child use an inhaler:  ____________________
EMERGENCY CONTACTS
Primary Contact (Parent / Guardian)
Name:  ____________________________	Relationship to Child:  ____________________
Cell Phone:  ____________________________	Alternate Phone:  ____________________
Email:  ____________________________________________________________

Secondary Emergency Contact
Name:  ____________________________	Relationship to Child:  ____________________
Cell Phone:  ____________________________	Alternate Phone:  ____________________
CHILD'S PHYSICIAN
Physician Name:  ____________________________	Practice / Clinic:  ____________________
Phone:  ____________________________	Address:  ____________________
HEALTH INSURANCE
Insurance Provider:  ____________________________	Policy / Group Number:  ____________________
Subscriber Name:  ____________________________	Subscriber Date of Birth:  ____________________
EMERGENCY MEDICAL TREATMENT AUTHORIZATION
In the event of a medical emergency in which I cannot be reached, I authorize Hickory Grove Schoolhouse staff to:

1. Contact emergency medical services (911) on behalf of my child
1. Seek and consent to emergency medical treatment for my child
1. Share the relevant medical information on this form with emergency responders

I understand that HGS will make every reasonable effort to contact me before authorizing non-emergency treatment, and I accept financial responsibility for any emergency medical costs incurred.

Parent / Guardian Name (print):  _______________________________________________________
Signature:  _______________________________________________________
Date:  ____________________________	Phone:  ______________________
