Regular year

You must see the back for the continuation of this form. In addition, if you need more space for any item, please use the back.

Lab School of Washington = Student Information and Emergency Form = 2008-2009

Please check appropriate division as of September 2008 [ ¢ Elementary ® Intermediate @ JHS % Hs

Name

Last First Likes to be called
Birth date

mm/dd/yy Home phone
Address

Street City State 7z1p

Mother/Guardian

Work phone Cell email

Home Address/phone if different from student

Father/Guardian

Work phone Cell email

Home Address/phone if different from student

WHEN PARENTS ARENOT AVAILABLE, CALL:

Name
Home phone Work and/or cell phone
Relationship to child: Family member (specify) Friend _ Neighbor _ Other (specify)
IN CASE OF MEDICAL EMERGENCY
Is child allergic to: aspirin bees penicillin tetanus antitoxin other (specify)
In the event that no one can be reached in an emergency, our pediatrician, ,
can be reached at ( ) and has the authority to do what is necessary.
MEDICATION INFORMATION
My child has permission to be given (please circle yes or no): Tylenol at school yes no Advil at school  yes no
Does your child take any medication? yes no If yes, please specify below:

Medication to be given at the Lab School (indicate exact time(s) and dosage)

Medication taken at home (indicate exact time(s) and dosage)

All medication to be administered at school must be given to the staff of your child’s division. It must be in a container from a
pharmacy or physician’s office and be labeled with the child’s name, doctor’s name, name of medication, dosage and time(s) to be
administered, and number of pills in bottle.

MEDICAL INFORMATION

Describe any existing and/or history of significant medical conditions
Does student need to wear glasses: yes _no  Constantly? For seatwork? For distance? Contact lenses? yes  no
PARENT&G WRITTEN AUTHORIZATION AND RELEASE OF LIABILITY

1, , the parent/guardian of , authorize a
responsible person at the Lab School to take my child for emergency treatment at a nearby hospital in the event that no one listed above can be
reached. I hereby request that a member of the Lab School staff be the caretaker of the medications listed above. I understand that the staff
member is not trained or experienced in the medical, nursing, pharmaceutical, or other related profession.

Signature

Date

**** Continued on back. Please turn over. ****




Continued from front

PERMISSION FORM

I give the Lab School permission to administer standardized tests to my child. Yes No
I consent to have my child taken on field trips by the Lab School. Yes No

Occasionally, television stations, newspapers, and magazines ask to film/photograph the Lab School program. The school
makes every effort to present the child succeeding, and students’ last names are never used. I give the Lab School permission
to include my child in these activities. Yes No

We may occasionally want to use a student’s photo on The Lab School of Washington’s website. I give the Lab School
permission to use my child’s photo on the website. Yes No

Sighature

Date

TRANSPORTATION INFORMATION

Arrival: Parent Carpool Taxi Metrobus Walk School bus (specify county)

Dismissal: Parent Carpool Taxi Metrobus Walk School bus (specify county)

List below the names of adults authorized to pick up your child. Students will not be released to unlisted adults
without written notification.

Information continued from front (if needed)




