
Emergency Contact
Medical/Health Form

316 West 156th Street
Westfield, Indiana 46074

Child’s Name ______________________________  DOB ___________________  Age ____________

Parent(s)/Guardian(s)    ______________________________      _______________________________

Parent/Guardian

Address     ______________________________     City ____________________   Zip _____________

Parent/Guardian Phone #’s ____________________________ ________________________________

Parent/Guardian email address _________________________________________________________

EMERGENCY CONTACT INFORMATION (Parents will be contacted first)

1.Emergency Contact ________________________________ Relationship _____________________

Contact Phone # ___________________________________

2.Emergency Contact ________________________________ Relationship _____________________

Contact Phone # ___________________________________

Medical/Health

Medical/Health Information:

Allergies: ____________________________________________________________________________

Special dietary needs:  ________________________________________________________________

Health issues you feel we need to know:  ________________________________________________

_____________________________________________________________________________________

________________________________________   ________________________

Parent/Guardian Signature Date

____ Director has shot record on file Revised 12/21


