
SUMMER EMERGENCY INFORMATION 
 
 

Child’s Name:  ________________________________________________ 
 
 Gloria Dei Lutheran School agrees to notify the parent or guardian in the 
event of illness or emergency, and the parent or guardian agrees to pick up this 
child as soon as it is feasible. 
 
 The parent/guardian authorizes Gloria Dei Lutheran School to obtain 
immediate medical care if an emergency occurs and he/she cannot be located 
immediately. 
 
     Signature: ________________________________ 
 
 In case of illness and we cannot reach you, the following will assume 
responsibility: 
 
Name: ____________________________  __________  Phone No. ____________ 
               (Relationship) 
 
Address: ___________________________________________________________ 
  # and street name   City  State   Zip 
 
Name: ____________________________  __________  Phone No. ____________ 
               (Relationship) 
 
Address: ___________________________________________________________ 
  # and street name   City  State   Zip 
 
The following persons are authorized to pick up my child: 
 
Mother: _________________________ Father: ________________________ 
          (Name)       (Name) 
 
Others: ____________________________________________________________ 
 
   ____________________________________________________________ 
 
The following persons are NOT authorized to pick-up this child: 
 
__________________________________________________________________ 
 

(Over) 
 



In my absence, I hereby request and authorize Gloria Dei Lutheran School to 

contact ________________________________________ (Physician’s name), at 

telephone number __________________________, or to have the emergency room 

doctors examine and treat my child for such emergency medical needs as may rise. 

Exceptions to treatment, if any, are ______________________________________ 

Insurance Company: _________________________________________________ 

Policy Number: _____________________________________________________ 

Sponsor’s Social Security Number: ______________________________________ 

Chronic Illnesses: ___________________________________________________ 

Allergies (medication, food, environmental, etc.)? ________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

Date of Last Tetanus Booster: __________________________________________ 

This consent for examination and treatment is effective for the period from 

________________ to ________________. 

 

      Signature ___________________________ 
         Parent or Legal Guardian 

 


