
STROUDSBURG AREA SCHOOL DISTRICT 

EMERGENCY CARD 

 
Dear Parent/Guardian: 

 

Thank you for assisting the school staff by completing BOTH SIDES of this emergency card.  It is necessary and 

important to have this information to help us in informing you as soon as possible of your child’s illness, injury or any 

school related business. PLEASE KEEP SCHOOL STAFF INFORMED OF ANY CHANGE IN THIS DATA.  You 

are invited to contact your child’s building principal in the event you have any inquires regarding this form.  

 

Child’s Name _______________________________________ Sex ______ Birthdate _____________ Grade ______ 

 

School I.D. #  _ _ _ _ _  Homeroom Teacher _______________________________  School _______________________ 

 

 

Child resides with (check all that apply): 1) Mother _____, 2) Father _____, 3) Stepmother _____,  4) Stepfather _____ , 

5) Relative _____ name _________________________, 6) Guardian _____name _______________________. 

 

Father/Guardian’s Name_______________________________________________________________________________ 

                Last                     First                          Place of Employment            Work Phone with ext #  

                   

             Home Mailing Address___________________________________________Telephone #____________________ 

                          PO Box/Street/Apt                                                       Cell Ph #______________________ 

                                                                                                                                          Pager #_______________________ 

                                                   ________________________________________________ 

                                                   City, State, Zip Code 

 

Mother/Guardian’s Name______________________________________________________________________________ 

                                        Last                      First                          Place of Employment             Work Phone with ext # 

 

                 Home Mailing Address_________________________________________Telephone #___________________ 

                                                     PO Box/Street/Apt                                                      Cell Ph # _____________________ 

                     Pager # _____________________ 

                                                     ______________________________________________ 

                                                    City, State, Zipcode 

 

Parent/Guardian’s e-mail address _______________________________________________________________ 

 

Directions to Student’s Home (including street address) 

___________________________________________________________________________________________________

___________________________________________________________________________________________________

________________________________________________________________________________Bus Number ________   

 

Please provide the names and phone numbers of TWO LOCAL people who may act in your behalf in the event WE CAN 

NOT REACH YOU. In the event of an emergency or illness in which your child cannot remain in school your child has 

permission to go home with the listed emergency contacts. 

 

NAME                                   ADDRESS                              RELATIONSHIP             PHONE#/CELLULAR# 

1. 

 

2. 

 

_____________________________________________                          _____________________________ 
Signature of Parent/Guardian                                                                      Date 

Turn over and complete back of form 
Revised: 6-07 



 

I. Please complete in detail the Health History of your child.  Check off if your child has any of these health concerns 

and include the severity of the illness 

No Known Health Concerns______________________ 

Epilepsy_____________________________________          ALLERGIC TO: 

Asthma _____________________________________                   Food (type) _________________________________  

     Medication needed___________________________                         Medication needed_________________________ 

Diabetes_____________________________________                   Insect Stings (type)____________________________ 

      Medication needed___________________________                       Severity/reaction to sting____________________ 

Hearing problems_____________________________                         Medication needed_________________________   

Vision concerns/glasses/ contacts____________________           Medication (type)____________________________                    

Surgery (type)__________________________________               Other(s)____________________________________ 
Abdominal/intestinal_________________________________ 

II. List any illnesses or health concerns of your child; including allergies and asthma 

____________________________________________________________________________________________ 

 

____________________________________________________________________________________________ 

 

Is your child under medical treatment for this health concern/illness? Yes________ No ________ 

List any medications your child is taking at home ____________________________________________________ 

             

                                                         And at school ____________________________________________________ 

*Please note: Any medication administered at school requires a doctor and parent medication permission form, 

available from the school nurse. 

 

Reason child is taking medication________________________________________________________________ 

 

III. List the names of ALL people in your home: 

 

NAME                                                          GRADE (if in school)                   SCHOOL (if in school) 

 

_____________________________            _________________                    _____________________________ 

_____________________________            _________________                    _____________________________ 

_____________________________            _________________                    _____________________________ 

_____________________________            _________________                    _____________________________ 

_____________________________            _________________                    _____________________________ 

_____________________________            _________________                    _____________________________ 

_____________________________            _________________                    _____________________________ 

_____________________________            _________________                    _____________________________ 

_____________________________            _________________                    _____________________________ 

 

IV. In case of an accident or illness, which requires emergency care, please contact me.  If the school staff is unable to 

immediately contact me, I authorize you to call the physician listed and follow his/her instructions.  If the school 

staff cannot reach the designated physician  or me I authorize you to take my child to the local hospital. 

 

              _________________________________________       ____________________________       _______________ 

              Physician’s Name                                                             Address                                                   Phone 

 

              _________________________________      _________________   Does your child wear dental appliances? 

Dentist/Orthodontist                                        Phone                                   Yes________   No________ 

 

___________________________________________    ______________________________________________ 

Insurance Carrier                                                              Policy Number 

 

___________________________________________________       __________________________ 

Signature of Parent/Guardian                                                              Date 


