YOUTH OPPORTUNITIES CONSORTIUM EMERGENCY FORM

	NAME: ______________________________________    SSN: ___ ___ ___-___ ___-___ ___ ___ ___

                    LAST                                   FIRST                    M.I.

ADDRESS: _____________________________________   CITY: _________________  ZIP: _______

TELEPHONE NUMBER: (         ) ____________________   BIRTHDAY: ____________  AGE: ______



	

	NAME: ___________________________________       HOME TELEPHONE: (         ) _____________

                                 (PARENT OR GUARDIAN)

PLACE OF EMPLOYMENT: _____________________  WORK TELEPHONE: (         ) _____________

NAME: ___________________________________       HOME TELEPHONE: (         ) _____________

            (PARENT OR GUARDIAN / ALTERNATE CONTACT)

PLACE OF EMPLOYMENT: _____________________  WORK TELEPHONE: (         ) _____________




	IN CASE OF ILLNESS, INJURY, OR NATURAL DISASTER WHEN I CANNOT BE REACHED, MY CHILD MAY BE RELEASED TO THE FOLLOWING PEOPLE:

       NAME:        ____________________________     HOME PHONE: (      ) ____________________

       ADDRESS: ____________________________     WORK PHONE: (      ) ____________________

                          ____________________________     RELATIONSHIP: ________________________

       NAME:        ____________________________     HOME PHONE: (      ) ____________________

       ADDRESS: ____________________________     WORK PHONE: (      ) ____________________

                          ____________________________     RELATIONSHIP: ________________________




	CHECK THOSE THAT APPLY:

(  Asthma    (  Epilepsy    (  Hernia    (  Pregnancy    (  Chronic Illness    (  Allergies    (  Back Injury

(  Other __________________________________________________

MY CHILD IS ON MEDICATION:  NO ___  YES ___   IF YES, PLEASE EXPLAIN: _______________

_________________________________________________________________________________

SPECIAL INFORMATION OR INSTRUCTIONS (allergies and/or physical problem): ______________

_________________________________________________________________________________




	IF NO INFORMATION ON FAMILY DOCTOR AND/OR DENTIST IS GIVEN, THE PROGRAM REPRESENTATIVE WILL REFER THE PARTICIPANT TO THE DESIGNATED WORKER’S COMPENSATION CARRIER.
FAMILY DOCTOR: ________________________________  TELEPHONE: (          ) _____________

FAMILY DENTIST: ________________________________  TELEPHONE: (          ) _____________




	IN CASE OF ANY EMERGENCY AND I CANNOT BE REACHED, I GIVE MY CONSENT TO HAVE SUCH ATTENTION GIVEN TO MY CHILD AS MAY BE THOUGHT NECESSARY BY THE PHYSICIAN OR PRACTITIONER IN CHARGE.

SIGNATURE OF PARENT OR GUARDIAN: _______________________________   DATE: _______
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