ANNUAL MEDICAL/EMERGENCY FORM
STILLWATER CHRISTIAN PRESCHOOL

255 FFA Drive, Kalispell, MT 59901

(406) 752-4006      (406) 755-4061 FAX

Name: ____________________________________Hm. Ph.:_________________ Birthday: _______________
Current Age:_____ 

Immunizations:    (Current (Please provide a copy)
    ( Exempt 

Allergies, including food, drug reactions and environment: _________________________________________
__________________________________________________________________________________________

Regular medications: ________________________________________________________________________

SCS will not dispense any over-the-counter medications during the course of the school day. If your child needs prescription medication during the day, please coordinate this with the preschool director. 
Injuries, concussion, sprains, surgical operations within the past two years: ____________________________
__________________________________________________________________________________________

Other Pertinent Data: _______________________________________________________________________

Child’s Physician: ________________________________________________ Phone: ____________________
Father/Guardian name: ___________________________________________ Phone: ____________________

Father’s employer: _______________________________ Wk Ph.: _____________ Cell Ph.: _______________

Mother/Guardian name: __________________________________________ Phone: ____________________

Mother’s employer: ______________________________ Wk Ph.: _____________ Cell Ph.: _______________

Insurance Coverage: ____________________________________________ Membership #: _______________

Person/s to notify in emergencies, if parents/guardians cannot be reached:

#1 Name: ______________________________________ Ph.: _________________ Alt. Ph.: ______________

Relationship to Child: _____________________________ 
*Authorized to Pick Up:
( Yes
( No

#2 Name: ______________________________________ Ph.: _________________ Alt. Ph.: ______________

Relationship to Child: _____________________________ 
*Authorized to Pick Up:
( Yes
( No

*Please call ahead and notify preschool teacher if someone other than you will be picking up your child.

Consent to Medical Care and Treatment of Minor Child
I hereby release SCS, its agents and employees from any and all liability and do hold them harmless in consideration for their effort. I hereby authorize SCS to call an emergency ambulance in case of accident or acute illness and to arrange for appropriate necessary emergency medical, surgical or dental care if parent/guardian or emergency persons listed cannot be contacted.  Any qualified physician called by SCS may treat and do whatever is necessary for the health and well-being of our child. I also agree to accept responsibility for the cost of such medical services. I give permission for this form to be copied for use by SCS  teachers, playground aides or anyone else the school deems necessary. 
Signature of Parent/Guardian: ____________________________________________ Date: _______________
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