EMERGENCY INFORMATION

Please list the names of two contacts available during PSR time that you authorize to care for your child(ren) in the event you cannot be contacted.

1)  Name: ______________________________________________________________________

Phone #: ______________________________________________________________________

Relationship to child: ____________________________________________________________

2)  Name: ______________________________________________________________________

Phone #: ______________________________________________________________________

Relationship to child: ____________________________________________________________

In case of accident or serious illness, I request the Parish School of Religion contact me.  If the school is unable to reach me, I hereby authorize the school to call the physician indicated below and to follow the instructions given.  If it is impossible to contact this physician, I further authorize the school to make necessary arrangements to care for the child.  I release Annunciation staff and volunteers from all liability of any kind which may arise from such emergency.
Physician’s name: _______________________________________________________________

Office phone #: _______________________________ After hours #: ______________________

Hospital preferred: ______________________________________________________________

__________________________________________  


___________________


Signature of Parent or Guardian





Date

