Emergency Information

Name ____________________________________________________________________________________

Address _____________________________________________
DOB _______________________________

Town/Zip ____________________________________________
Home Phone ________________________

Cell Phone____________________________________________

Parent/Guardian _____________________________________
Day Phone __________________________

Address _____________________________________________ 
Cell Phone __________________________

Town/Zip ____________________________________________
Beeper _____________________________

Email _____________________________________________________

Emergency Contact ___________________________________
Phone _____________________________

Address/Town ________________________________________
Alternate # _________________________

Relationship to Client ________________________________

Primary Physician _____________________________________
Phone ______________________________

Address/Town _____________________________________________________________________________

Insurance Company ____________________________________
Policy # ____________________________

Name of Insured _______________________________________
Phone ______________________________

Preferred Hospital _____________________________________
Phone ______________________________

Address/Town _____________________________________________________________________________



Medications (Type, Dosage) _________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________

Can client self-medicate? (explain) ____________________________________________________________

Seizure disorder? ___________________________  Allergies? (food, bees, etc)________________________

Challenging behaviors? _____________________________________________________________________

Need assistance eating?_______________________  Toileting?_____________________________________

Permission for client to be photographed?                    




Photos for personal use?         

                          Photos approved for media use?        



Parent/Guardian Signature _______________________________________________
Date _____________

Client Signature _________________________________________________________
Date _____________

