
 
                        Bishop Chatard High School                                 2011/2012 

 
EMERGENCY INFORMATION 

 
                         STUDENT'S NAME:___________________________________________ 
                     
                               Birth Date:______________________________________  Grade:______ 
 
                               Address:_______________________________________   Zip:________ 
 
                               Home Phone:___________________________________ 
 
                               Parent E-mail ___________________________________ 
 

 
              
                          Name of Parent/Guardian: _____________________ ___________________ 
                                Contact 1                                  Last                                          First 
                                                                          _____________________ ___________________ 
                                                                          Work Phone                              Cell 
 
                              Name of Parent/Guardian:  _____________________ ___________________ 
                              Contact 2                                   Last                                            First 
                                                                          _____________________ ___________________ 
                                                                           Work Phone                              Cell 
 
                                 Name and telephone number of someone who will be authorized to act on behalf of 
                                      the student in the event that parents cannot be reached and there is an emergency. 
 
                             1st    Name_______________________ Phone___________ Cell______________ 
 
                             2nd   Name_______________________ Phone___________ Cell______________ 
 
                             Physician to be contacted____________________________  Phone____________ 
 
                             Preferred Hospital ____________________________________________________ 

initiator:ahurrle@bishopchatard.org;wfState:distributed;wfType:email;workflowId:52c543232de343bbb782020946a1138a
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