Voorhees High School                                                         EMERGENCY  INFORMATION  FOR  STUDENTS
Student Name __________________________________________________________Birth Date ______________Home Phone ______________________
Father’s Name _____________________________________Cell Phone ______________________________Work Phone ___________________________
Mother’s Name ____________________________________Cell Phone ______________________________Work Phone ___________________________
List alternate friends or family members (other than parents) to be called in case of emergency:
Name ____________________________________________Relationship______________________Phone_______________________________________
Name ____________________________________________Relationship______________________Phone _______________________________________
MD name and number______________________________________________ Dentist name and number_______________________________________
I, the undersigned do hereby authorize officials of New Jersey Public Schools to contact directly the persons named on this form and do authorize treatment as may be deemed necessary in an emergency, for the health of said child.  In the event parents or other persons named on this form cannot be contacted, the school officials are hereby authorized to take whatever action is deemed necessary in their judgment, for the health of the aforesaid child. I will not hold the school district financially responsible for the emergency care and/or transportation for said child. 
Signature of Parent/Guardian ____________________________________Date ______________
CURRENT HEALTH INFORMATION:     

PLEASE NOTE:  Medical information may be shared with administrators, teachers, and bus drivers when indicated to protect your child’s health.
Has your child been sick, hurt or hospitalized in the past year? No _____Yes _____ If Yes, please describe________________________________________ 
Can your child participate in all school activities such as physical education? No _____Yes _____Please forward a doctor’s statement regarding any restrictions to the school nurses.

Does your child have Health Insurance?
_____Yes. Please name insurance company:_________________________________________________________
_____No.  NJ Family Care provides free or low-cost health insurance for uninsured children and certain qualifying parents.  For more information call 800-701-0710 or visit www.njfamilycare.org to apply online. 

_____ You may release my name and address to the NJFamily Care Program to contact me about health insurance.

Signature: ____________________________________________Printed Name : ______________________________________Date: _________________
Address_______________________________________________________________________________________________________________________
