EMERGENCY Contact Information
Pediatrician __________________________Phone____________

Address _________________________City___________ Zip___________

Dentist __________________________________Phone _______________

Address ___________________________City__________ Zip __________

Hospital Preferred__________________________Phone_______________
Address_____________________________City_________Zip__________

Optometrist _______________________________Phone ______________

Address ____________________________City___________ Zip________

PERSONS AUTHORIZIED TO PICK UP CHILD

(Other than parents, in case of an emergency, if parents can not be reached.)

Name_________________________ Relationship to child ______________

Address _________________________ City ____________Zip__________

Home phone ___________ WK___________  Cell ____________________

Name_________________________ Relationship to child ______________

Address _________________________ City ____________Zip__________

Home phone ___________ WK___________ Cell ____________________

Signature of person completing form________________________________
