EMERGENCY INFORMATION CARD
Athlete’s name ______________________________________________
Age ______
Grade ______
_

Address ___________________________________________________

Date ___________________
__

Parent email _______________________________
Student email  _______________________________
Sport(s) _________________________________________________________________________________
List two persons to contact in case of emergency:
Parent/guardian’s name _________________________________
Home phone ___________________
Cell Phone
_________________________________
Work phone ____________________
Second person’s name 
_________________________________
Home phone ___________________
Cell Phone
_________________________________
Work phone ____________________
Insurance company ____________________________________
Policy number __________________
Physician’s name ______________________________________
Phone ________________________
Are you allergic to any drugs? ____________
If so, what? ________________________________________
Do you have any other allergies? (i.e., bee sting, dust) _____________________________________________
Do you suffer from 

asthma ________
diabetes ________ 
  epilepsy ________
Are you on any medication? _____________
If so, what? ________________________________________
Do you wear contacts? ________
Other ___________________________________________________
Parent/Guardian Signature ______________________________
Date __________________________
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