BELLEVUE SCHOOL DISTRICT
Bellevue, Washington

EXTENDED FIELD TRIP EMERGENCY HEALTH FORM

To be filled out by the parent/guardian of the student attending the extended field trip or camp and returned to
his/her teacher no later than

Name of student: _ Birthdate:

Social Security Number: (Disclosure of SS# is voluntary. It will be used for
securing emergency medical care).

Name of parent/guardian:

Home address:

_ Work (father)

Phone: Home: Work (mother) i .
Cell/pager ) Cell/pager .

Email address: ~

Student’s physician: ) ~_ Phone:

Name, address, and phone number of two people who could be contacted in case of emergency if the
parent/guardian cannot be reached (relatives, close fri ends). These people may provide information regarding
where the parent/guardian might be reached, or they might be asked to give advice/permission for medial

care. PLEASE NOTIFY THESE INDIVIDUALS THAT THEIR NAMES HAVE BEEN GIVEN FOR THIS
PURPOSE.

1) Name: 2) Name: -
Address: B Address:
Phone (day): Phone (day):
Phone Phone
(night): (night):
Cell/pager: Cell/pager:

PERMISSION FOR EMERGENCY MEDICAL TREATMENT

In the event that I/'we cannot be contacted to authorize emergency medical treatment for
_during his/her participation in the camp/field trip, the Bellevue School District staff
member in charge of medical care has my permission to authorize emergency medical treatment. [ also give
permission for school staff to transport my child to a medical treatment center if needed.

Signature of parent/guardian _ Date:

Needed in case of emergency:

Name of insurance company:

Name of Subscriber:

Policy #




