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PURPOSE: This permission-information form is intended to cover all school activities. 
INFORMATION CONTAINED IN THIS DOCUMENT IS CONFIDENTIAL AND IS INTEDNED TO BE VIEWED/UTILIZED ONLY BY SPECIFIED 
OCS STAFF NEEDING ACCESS TO PRIVY INFORMATION FOR THE STUDENT’S HEALTH & SAFETY.  THIS INFORMATION IS PROTECTED 
BY FAMILY EDUCATIONAL RIGHT TO PRIVACY ACT (FERPA) & HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT OF 
1996(HIPAA).  
  
 
Student’s  Name_____________________________________________    Name  preference_________________________ 
                              (Last)                           (First )               (Middle ) 
 
Grade _______ Age _______Birthday____/_____/_____     Gender____      Home Phone___________________________ 
   
Address____________________________________________________________________________________________  
 
City/State/ZIP_______________________________________________________________________________________ 
 
Parish Membership __________________________________________________________________________________ 
 
Primary E-mail address of Parent/Guardian for correspondences________________________________________________ 

 
 

EMERGENCY INFORMATION: 
 
Father’s or Legal Guardian’s Name______________________________________ Home Phone_____________________ 
 
Home Address_______________________________________________________ Cell Phone_______________________ 

 
Employer___________________________________________________________ Work Phone _____________________ 
 
Mother’s or Legal Guardian’s Name_____________________________________ Home Phone_____________________ 
 
Home Address_______________________________________________________ Cell Phone______________________ 

 
Employer___________________________________________________________ Work Phone _____________________ 
 
 
If parent/guardian cannot be reached, who may be contacted for emergency or can pick up student if ill? 
 
1. Name____________________________Relationship_______________Phone________________ Cell_______________ 
 
2. Name____________________________Relationship_______________Phone________________ Cell_______________ 
 

Health Insurance Information: 
Name of Health Insurance Company: _____________________________________________________________ 
 
Insurance Policy # ____________________________________________________________________________ 
 
Insurance Certificate # _________________________________________________________________________ 

 
 

Please answer the following: 
• Name anyone who, by court order or decree, is designated as the primary or sole custodial parent?________________ 
 
• Name anyone who has been restrained from picking up the child: (Court Documents to that effect must be on file in 

the school office.) ______________________________________________________________________________ 
 
• I hereby consent to the use of a photograph/video/interview of my son/daughter for the purpose of publication.        

No _____           Yes_____ 
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Student’s Name: ________________________________________________________________ 
 

MEDICAL INFORMATION: 
Pediatrician/Physician: _________________________      Asthma/Allergy Physician: ________________________________ 
 

Other Physicians (i.e. Heart, Diabetic)______________________________   Date of last Tetanus shot___________________ 
 
 

Health Concern NO YES  
Allergy to Food(s)   EPI-PEN:  YES ______       NO _____ 

 

List & Describe reaction to EACH:  
 
 
 

Allergy to Bee Stings   EPI-PEN:  YES ______       NO _____ 
 

Describe reaction :  
 

Allergy to Latex    EPI-PEN:  YES ______       NO _____ 
 

Describe reaction:  
 

Allergy to Medication(s)   List & Describe reaction to EACH:  
 
 

Asthma   INHALER at school:  YES ______       NO _____    
 Inhaler Name & directions:  
 

Attention Deficit/ADHD   Medication:   
Behavior/Emotional Concerns   Describe: 
Headaches/ Migraines   Medication:   
Stomach Problems   Describe:   

Medications: 
Hearing Problems   Describe: 

Hearing Aides:   YES ______       NO _____     
 

Visual Conditions:     Glasses:              YES ______       NO _____     
Contacts:            YES ______       NO _____     
 

Diabetes:   Medications: 
Blood Glucose Test Time(s): 

Heart Condition(s)   Describe: 
Seizures/Epilepsy   Medication: 
Activity Restrictions   Describe: 
Other Medical Concerns  i.e.  pre-
existing medical conditions, 
disabilities, physical handicaps, 
major illnesses, surgeries, etc 

  Describe: 

List any student medication(s) not 
listed above  

  Name, dosage, & time given: 
 
Will any need to be given at school?  YES ______       NO _____     
 

 
 
LIABILITY RELEASE:  I/We, the parent/parents and /or legal guardian(s) of the above named child, hereby request permission for my son/daughter to 
participate in any and all of the activities of Owensboro Catholic Schools and I/We do hereby further generally, fully, completely and absolutely hold harmless 
the Diocese of Owensboro and the above-named organization, including but not limited to, all board members, officers, sponsors, employees, leaders, 
volunteer drivers and chaperones from any and all liability of any kind or nature whatsoever.  In case of injury to my/our child, I/we hereby waive all claims 
against the parties set forth above, and further agree to fully indemnify and hold said parties harmless from any liability whatsoever.  I/We likewise release 
from responsibility any person transporting my/our child to or from the activities.  I/We understand the possibility of unforeseen hazards and know the inherent 
possibility of risk.  I/We believe that the subject of this release is physically and mentally capable of taking reasonable precautions to protect his/her own safety 
and has the maturity and judgment not to put himself/herself or others in dangerous situations.  In case of medical or surgical emergency, I/we hereby request 
and give permission to the staff at Owensboro Catholic Schools for the hospitalization and/or provision of necessary medical treatment for the above-named 
child. I/We understand that depending upon the seriousness of the above named child’s situation/injury, 911 may be contacted & he/she may be transported to 
the nearest hospital.   I/We understand that I/we will be responsible for the cost of any medical treatment incurred (including surgery) to treat my child. I/We 
understand that I/we will be contacted immediately in the case of an emergency to my child.  I/We understand that if there are any changes to the any of the 
information listed above (i.e. contact information, insurance policy, medical conditions, medications, court orders, etc.), that it is my responsibility to keep my 
child’s school records updated and will report any changes to my child’s School Office at once.   
 
 
X____________________________________________________ Date:_________________________________ 

(Parent/Guardian signature)                                                                                                           Rev. 2009 


	Owensboro Catholic Schools                                                     FORM A
	1524 West Parrish Avenue
	Owensboro KY  42301
	2009-2010 EMERGENCY & MEDICAL INFORMATION, CONSENT & RELEASE page 1 of 2

	INFORMATION CONTAINED IN THIS DOCUMENT IS CONFIDENTIAL AND IS INTEDNED TO BE VIEWED/UTILIZED ONLY BY SPECIFIED OCS STAFF NEEDING ACCESS TO PRIVY INFORMATION FOR THE STUDENT’S HEALTH & SAFETY.  THIS INFORMATION IS PROTECTED BY FAMILY EDUCATIONAL RIGHT TO PRIVACY ACT (FERPA) & HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT OF 1996(HIPAA). 
	 
	LIABILITY RELEASE:  I/We, the parent/parents and /or legal guardian(s) of the above named child, hereby request permission for my son/daughter to participate in any and all of the activities of Owensboro Catholic Schools and I/We do hereby further generally, fully, completely and absolutely hold harmless the Diocese of Owensboro and the above-named organization, including but not limited to, all board members, officers, sponsors, employees, leaders, volunteer drivers and chaperones from any and all liability of any kind or nature whatsoever.  In case of injury to my/our child, I/we hereby waive all claims against the parties set forth above, and further agree to fully indemnify and hold said parties harmless from any liability whatsoever.  I/We likewise release from responsibility any person transporting my/our child to or from the activities.  I/We understand the possibility of unforeseen hazards and know the inherent possibility of risk.  I/We believe that the subject of this release is physically and mentally capable of taking reasonable precautions to protect his/her own safety and has the maturity and judgment not to put himself/herself or others in dangerous situations.  In case of medical or surgical emergency, I/we hereby request and give permission to the staff at Owensboro Catholic Schools for the hospitalization and/or provision of necessary medical treatment for the above-named child. I/We understand that depending upon the seriousness of the above named child’s situation/injury, 911 may be contacted & he/she may be transported to the nearest hospital.   I/We understand that I/we will be responsible for the cost of any medical treatment incurred (including surgery) to treat my child. I/We understand that I/we will be contacted immediately in the case of an emergency to my child.  I/We understand that if there are any changes to the any of the information listed above (i.e. contact information, insurance policy, medical conditions, medications, court orders, etc.), that it is my responsibility to keep my child’s school records updated and will report any changes to my child’s School Office at once.  


	Name  preference: 
	Grade: 
	Gender: 
	Age: 
	Home Phone: 
	Address: 
	CityStateZIP: 
	Parish Membership: 
	Primary Email address of ParentGuardian for correspondences: 
	Fathers or Legal Guardians Name: 
	Mothers or Legal Guardians Name: 
	Name of Health Insurance Company: 
	Insurance Policy: 
	Insurance Certificate: 
	Date of last Tetanus shot: 
	Date: 
	Student Last Name: 
	Student First Name: 
	Student Middle Name: 
	Birth Month: 
	Birth day: 
	Birth Year: 
	Father Home Phone: 
	Father Home Address: 
	Father Cell Phone: 
	Father Employer: 
	Father Work Phone: 
	Mother Home Phone: 
	Mother Home Address: 
	Mother Cell Phone: 
	Mother Employer: 
	Mother Work Phone: 
	Emergency Name 1: 
	Emergency Relationship 1: 
	Emergency Phone 1: 
	Emergency Cell 1: 
	Emergency Name 2: 
	Emergency Relationship 2: 
	Emergency Phone 2: 
	Emergency Cell 2: 
	Primary/custodial: 
	restraints: 
	Media: Off
	Students Name: 
	Pediatrician Physician: 
	Asthma/Allergy Physician: 
	Other Physicians: 
	Allergy - food: Off
	Allergy - bee: Off
	Allergy - latex: Off
	Allergy to meds: Off
	Asthma: Off
	ADHD: Off
	Behavior/Emotional: Off
	Headaches: Off
	Stomach: Off
	Hearing: Off
	Visual: Off
	Diabetes: Off
	Heart: Off
	Seizures/Epilepsy: Off
	Activity restrictions: Off
	Other: Off
	Medications: Off
	Allergy food epi: Off
	Allergy bee epi: Off
	Allergy latex epi: Off
	inhaler: Off
	hearing aides: Off
	glasses: Off
	contacts: Off
	medications given at school: Off
	Allergy Food Reactions: 
	Allergy Bee Reactions: 
	Allergy Latex Reactions: 
	Allergy to Meds Reactions: 
	Inhaler Name and Directions: 
	ADHD medication: 
	Behavior/Emotion description: 
	headache medication: 
	Stomach description: 
	Stomach medications: 
	Hearing description: 
	Diabetes medications: 
	Glucose test times: 
	Heart conditions description: 
	Seizure medication: 
	Other Medical concerns description: 
	Activity restriction description: 
	Other medication dosage: 


