
ILLNESS AND ACCIDENT PROCEDURE CARD - It is the responsibility of the Parent/Guardian to keep this card current 
Student Insurance Paid: Yes    No   Custody/Restraining Papers on File: Yes   No  Office Copy       Teacher Copy

 
 
                                
Student’s Legal Name: Last                                            First                                         Middle Name                                  Also Known As/Nickname 
 
       
House  Address                                                                City                                          Zip Code                                        Home Phone 

 
Mother: (Last) ______________________________ (First) _____________________________________ Home #_______________________________________ 
 
Work # __________________________ Cell # __________________________  Fax #__________________________ email______________________________ 
 
 
Father: (Last) ______________________________ (First) _____________________________________ Home #_______________________________________ 
 
Work # __________________________ Cell # __________________________  Fax #__________________________ email______________________________ 
 
In Case of Illness or Accident Contact: 
 
 
Relationship           Last Name First Name                                            Home #                                              Cell # 
 
 
Relationship           Last Name First Name                                            Home #                                              Cell # 
 
List OLV Siblings:  Last  First Middle Name                   Grade 

1. _________________________________________________________________________________________________________________________________ 

2. _________________________________________________________________________________________________________________________________ 

3. _________________________________________________________________________________________________________________________________ 

4. _________________________________________________________________________________________________________________________________ 

 
I understand that photographs, videotapes and directory information of my child may be released for publicity of student accomplishments, student/ 
school programs.  If you object, please initial this box  _____________ 
 

I understand that, if emergency medical or dental treatment is needed and the listed emergency contacts cannot be reached, 911 
will be called.  I understand OLV/Diocese of Fresno cannot assume responsibility for the payment of medical fees for expenses 
incurred.  I also agree that the principal/ designee may transport my child between OLV and home when deemed necessary.   
I understand that it is my responsibility to inform OLV of any changes regarding the information on this form.  
 
Date:_______________________________    Signature of Parent/Guardian______________________________________________________________________ 

Complete both sides of Card



 

Family Doctor:__________________________________________  Phone # _______________________________ Medical Record # ______________________ 

Health Plan_____________________________________________ Group # _______________________________ Phone # _____________________________  
 
If an emergency should arise which requires immediate medical attention and we, as parents or guardians cannot be contacted, you are authorized to take 
whatever steps are needed to protect the health of this child: Yes    No  
THIS CHILD HAS HAD THE FOLLOWING HEALTH CONTIONS:  Please check one and if yes, explain. 

1.  Serious Illness: Yes  No  Explain:____________________________________________________________________________________________ 

2.  Serious Accident: Yes  No  Explain:____________________________________________________________________________________________ 

3.  Vision Problem: Yes  No  Explain:____________________________________________________________________________________________ 
     Wears Glasses: Yes  No   __________________________________________________________________________________________________ 

4.  Hearing Problem: Yes  No  Explain:____________________________________________________________________________________________ 

5.  This child has a known health condition which may affect him/her in school:  Yes    No     Explain_______________________________________________ 

___________________________________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________________________________ 
 
The parent or legal guardian of any student on a continuing medication regimen for a non-episodic condition shall inform the school of the medication being 
taken, current dosage, and name of the supervising physician.  If medication at school is necessary, a written statement from a physician is required stating the 
method, amount and time schedule by which the medication is to be administered.  

Medication _______________________________________________________ Dosage_________________________________________________ 

Supervising Physician ______________________________________________  Phone__________________________________________________ 
 
EMERGENCY CARE & EMERGENCY DISMISSAL PROCEDURES:  In case of a MAJOR DISASTER OR DECLARED EMERGENCY during school hours, all students shall 
be required to remain at the school or at an alternate safe site and under the supervision of School personnel until a safe dismissal time is determined or until an 
authorized adult picks up the student, including:  
  
 
Relationship           Last Name First Name                                            Home #                                              Cell # 
 
 
Relationship           Last Name First Name                                            Home #                                              Cell # 
 
 
Relationship           Last Name First Name                                            Home #                                              Cell # 
 
 
Relationship           Last Name First Name                                            Home #                                              Cell # 

 


