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Front Office Copy
                                                                                                                         Date:______________                                                                                                  
      Name: 

Birthdate: 

      Address: 

Grade: 


      Parent/Guardian Telephone Numbers:
      Mother __________________________ C_____________________ W __________________
H 


      Father___________________________ C_____________________ W __________________
H ____________________   
      EMERGENCY CONTACTS IF PARENT(S) is unavailable:

      Name and Relationship:____________________________________________________Phone:____________________
 

      Name and Relationship:____________________________________________________Phone:____________________
      Physician: 

Phone: 

      ALLERgies: 

      Medications: 

      Dentist: 

Phone: 


      Other significant information: 


      PLEASE COMPLETE BOTH SIDES

                                                                                                                                                                   Over

Vision Academy @ Riverside ( 1751 E. Riverside Drive ( Indianapolis, IN 46202
Phone (317) 632-2006 (


	

Homeroom Teacher Copy

Date:__________________
Name: 
___________________________________________________
Birthdate: 
________________
Address: 
__________________________________________________  
Grade: 
________________
Parent/Guardian Telephone Numbers:
       Mother __________________________ C____________________ W____________________H 
_________________
       Father___________________________ C____________________ W____________________H______________________
emergency CONTACTS IF PARENT(S) is unavailable:

       Name and Relationship:________________________________________________________Phone:___________________
       Name and Relationship:________________________________________________________Phone:___________________
      Physician: 
_____________________________________________________
        Phone: 
_________________
      Allergies: 
___ ______________________________________________________________________________________
      Medications: 
__________________________________________________________________________________
      Dentist: 
______________________________________________________
        Phone: 
_________________
      Other significant information: 
____________________________________________________________________
      PLEASE COMPLETE BOTH SIDES

                                                                                                                                                                   Over



	

In the event of serious illness or injury occurring within the jurisdiction of Vision Academy @ Riverside, we will first attempt to reach you and/or your physician.  If she/he is unavailable, a school official will make arrangements with a physician, hospital or emergency resource for immediate care.

I give permission to vision academy @ riverside to act on my behalf to take whatever emergency measures (such as first aid, disaster and evacuation procedures) as are judged necessary for the care and protection of my child while under the supervision of Vision Academy @ Riverside.

I give permission to Vision Academy @ riverside personnel to administer syrup of ipecac to induce vomiting in case of accidental poisoning.

I further agree to indemnify and hold harmless vision academy @ Riverside, its agents, employees, officers and director, from all claims as a result of acts performed under this authority.

Parent/Guardian Signature
Date

 Vision Academy @ Riverside ( 1751 E. Riverside Drive ( Indianapolis, IN 46202
Phone (317) 632-2006 (
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I give permission to vision academy @ riverside to act on my behalf to take whatever emergency measures (such as first aid, disaster and evacuation procedures) as are judged necessary for the care and protection of my child while under the supervision of Vision Academy @ Riverside.
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Parent/Guardian Signature
Date

 Vision Academy @ Riverside ( 1751 E. Riverside Drive ( Indianapolis, IN 46202
Phone (317) 632-2006 (



Emergency Notification Card (2017-2018)





Emergency Notification Card (2017-2018)





  Emergency Policy (2017-2018)





  Emergency Policy (2017-2018)








