


ROSLYN SUMMER ACADEMIC PROGRAM 2009
Emergency Information/Emergency Contact

STUDENT’S NAME: ____________________________________________________  GRADE COMPLETED JUNE 2009:  ______________________________________

Mother’s/Parent’s Name: _________________________________________________   Father’s Name: ________________________________________________________

Address:  _______________________________________________________________   Address:  _____________________________________________________________

Home Phone:  ___________________________________________________________   Home Phone:  _________________________________________________________

Work Phone:  ____________________ Cell Phone/Beeper:  _____________________    Work Phone:  ____________________ Cell Phone/Beeper:  ___________________

Will this child have siblings in the program this year? _____ Yes        _____No

Name(s): Grade level completed in June 2009

1. ________________________________________________________ _______________

2._________________________________________________________ _______________

3._________________________________________________________ _______________

EMERGENCY CONTACT – In the event you cannot be reached, please name two authorized individuals we may contact:

1.  Name:  ________________________________________Relationship:__________________________________Phone:__________________________________________

2.  Name:  ________________________________________Relationship:__________________________________Phone:__________________________________________

Significant Medical History:  ______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________

ANY KNOWN ALLERGIES TO FOODS, POLLEN, INSECT BITES, ETC.:  ____________________________________________________________________________

MEDICATIONS:  Doctor’s prescription must accompany this form if any medications are to be dispensed throughout the day by our nurse.  _______________________

_______________________________________________________________________________________________________________________________________________
If child has been diagnosed with asthma, please bring inhaler and doctor’s orders to Nurse’s Office.

FAMILY PHYSICIAN’S NAME:  __________________________________________   FAMILY DENTIST’S NAME:  __________________________________________

Address:  _________________________ Town: ____________________ Zip: _______   Address:  _______________________ Town: ____________________ Zip: _______

Phone No.: _____________________________________________________________   Phone No.:  ____________________________________________________________
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