
Date _____ _ Room Teac her ______ _ tf<c STUDENT FORM EMERGENCY 
CLEVELAND 

METRO POL I TAN 
SCHOOL DISTR I CT (Return to School Office) 

Vh l on to V lc;to1y HEAL TH CONDITIONS: (checl<tx,,J 

Student's Name: D Asthma D Bee Sting Allergy 

D Diabetes D Seizures 
Birth Date: I I ■ ■ I I I I Sex: □ Mal e D Female Grade D Food/Medication Allergy (p/easel~ tJ ___ _ rm rth di\! year 

Home Address: 

Parent/ Guardian Name: Relationship D Other (Pie<1Se exp lfli~ ________ _ 

Phone #s: Home: Cell: Work: 

Child lives with D Mother D Father D Caregiver/Guardian D Other ______ _ 
Other children/sib lings at this school: (list nameandgraeie) 

Language spoken at home: _____________________ _ 1. _______________ _ 

2. _______________ _ EMERGENCY CONTACT NUMBERS : In case of emergency, illness, or accidentto the 
child named above, the school is authorized to process as indicated. 3. _______________ _ 

Contact #1: Name: Relationship to student ________ _ 

Address (If different from home above) Phone: (home, worl<, ce/O ________ _ 

Contact #2: Name: Relationship to student ________ _ 

Address: (If different from home above) Phone: (home, worl<, ce/O ________ _ 

Contact #3 Name: Relationship to student ________ _ 

Address: ( If different from home above) Phone: (home, wor1<, ce!O ________ _ 

If my child needs to be taken to an emergency facil ity, he/she wi ll be taken to the nearest one. I give my consent for school authorit ies to take appropriate 
action for the safety and we lfare of my child. 

Signature of Parent/Guardian Date 

Cleveland Metropolitan School District 

EMERGENCY DATA FORM 
Student's Name: _________________________________________ _ 

Address : ____________________________ _ Phone Number: ________ _ 

School: _______________________ _ Room: _______ _ 

The following is required by Section 3313.712 of the Ohio Revised Code. 

E11ERGENCY 11:EDICAL AUTHORIZATION 
Purpose - to enable parents and guardians to authorize t he provision of emergency treatment for children who become ill or inju red while 
under school authority , when parents or guardians cannot be reached. 

ALLBLANJ<S MUST BE COMPLETED 

In the event reasonable attempts to contact me at ________ _ (phone) or ____________ _ (other 

parent) al _________ _ (phone) have been unsuccessful school personnel will call 911. 

FACTS CONCERN ING T HE CHI LD'S MED ICAL HISTORY INCL UDING ALLERGIES MEDICAT IONS BEING TAKEN, AND ANY PHYS ICAL 
IMPAIRMENTS to which a physician should be alerted. 

Family Physic ians: ______________ _ Address: _____________ _ Phone: _____ _ 

Signature of Parent or Guardian Date 


