
 

 

2025-2026 Student Emergency Form 
(This form needs to be completed EVERY school year) 

**NOTIFY SCHOOL OFFICE OF ANY CHANGES DURING THE YEAR** 

 

Date: _____/_____/_______      Date of Birth: _____/______/________ 

 

Student Name: ___________________________  ___________________________ ____________________ 

    Last                         First    Middle 

Address: ______________________________________________              Alpha                               08865                       

                                   Street Address                 City                 Zip Code 

Child Resides with: _______________________________  

Are there any legal documents affecting your child?  Yes___ No___ If Yes, please attach documents.  

 

Mother’s/Guardian’s Name: _______________________ Mother/Guardian will be contacted: 1st __ 2nd __ 

Home Phone:____________________ Cell Phone:__________________ Work Phone: ____________________ 

Email Address: ________________________________________ 

 

Father’s/Guardian’s Name: _______________________ Father/Guardian will be contacted: 1st __ 2nd __ 

Home Phone: ____________________Cell Phone: __________________ Work Phone: ___________________ 

Email Address: ________________________________________ 

 

Emergency Contacts: In case the child listed above becomes ill or is injured at the school and I cannot be 

contacted, the school authorities have my permission to contact and release my child to the custody of one of 

the following. These contacts will also be contacted if your child is absent from school without notification. 

They will be contacted in numerical order in case of emergency.  

1. _______________________________________      _______________ ________________________ 
Name           Relationship                                  Phone 
 

2. _______________________________________      _______________ ________________________ 
Name           Relationship                                  Phone 
 

3. _______________________________________      _______________ ________________________ 
Name           Relationship                                 Phone 



 

 

Health Insurance 
 

Does your child have health insurance? Yes_____ No ____ My child does not have health insurance. You may release my  

        name and address to NJ FamilyCare Program to contact me about 

Provider:                         health insurance. NJ FamilyCare provides free or low cost health       

                                                                                                     insurance for uninsured children and certain low income parents.  
                                            For more information call 1-800-701-0710 or visit              
                          www.njfamilycare.org to apply online.  

                            Date:___________        Printed Name: _________________________ 
  
              Signature: _________________________  
                 Written consent required pursuant to 20 U.S.C. §  1232g (b) (1) and 34 C.F.R. 99.30 (b).  
       

In an emergency when parents cannot be reached, I authorize the school to call: 
(Name, Address & Phone Number) 

Physician / Clinical Facility: ___________________________________________________________ 
 
Dentist: __________________________________________________________________________ 
 
Hospital: _________________________________________________________________________ 
 
Update Health Records: (List any medical/surgical care your child has received during the past year) 
 
______________________________________ _______________________________________ 
Recent Serious Illness     Recent Serious Hospitalization 
 
______________________________________ ______________________________________ 
Recent Immunizations    Restrictions 
 
______________________________________ ______________________________________ 
Recent Dental Exam (Date/Braces?)   Recent Eye Exam (Date/Contact/Glasses?) 
 
Current Medications:      Yes _____ (Describe Below) No______ 
 
______________________________________ ______________________________________ 
Medication/Dosage     For What Condition 
 
Allergies: ____________________________________________________________________________ 
 
Additional Medical Notes: 
I, the undersigned, do hereby authorize officials of Alpha Public School to contact directly the persons 
named on this form and do authorize the named physicians to render such treatment as may be 
deemed necessary in an emergency, for the health of said child. In the event that physicians, other 
persons named on this form, or parents cannot be contacted, the school officials are hereby authorized 
to take whatever action is deemed necessary in their judgment, for the health of the aforesaid child. I 
will not hold the school district financially responsible for the emergency care and/or transportation 
for said child.  

Parent’s / Guardian’s Signature: _____________________________ Date: ________________  


