EMERGENCY RESPONSE INFORMATION CARD

DOB:

GENDER:

HEIGHT:

WEIGHT:

PRIMARY MODE OF COMMUNICATION (check below):

iPad

Picture Book

PREPARER:

I EMERGENCY CONTACT INFO.
HOME ADDRESS:

PARENT/GUARDIAN:

phone:

phone:

EMERGENCY CONTACT NAME & RELATIONSHIP

Sign Language

HAIR COLOR:

EYE COLOR:

BLOOD TYPE:

Voice Output (computer with W/()

DATE:

RECENT PICTURE OR
SEAT ASSIGNMENT:

PRIMARY CARE PHYSICIAN

SPECIALIST 1 PHYSICIAN

SPECIALIST 2 PHYSICIAN

PRIMARY CARE EMERGENCY PHONE

AREA OF SPECIALTY

emergency phone:

AREA OF SPECIALTY

emergency phone:

H HOSPITAL PREFERENCE




DIAGNOSES / PAST PROCEDURES / PHYSICAL EXAM/ MEDICAL HISTORY

BASELINE PHYSICAL FINDINGS: MEDICAL CONDITIONS:
BASELINE VITAL SIGNS: ALLERGIES:
BASELINE NEUROLOGICAL STATUS: MEDICATIONS (INCLUDE DOSE & FREQUENCY):

-l Ambulatory Clvs Cro If YES to Identifying Information, explain below: Q\_\-C' Ye”C’WOO

g Wheelchair D YES D NO < ¢

E—ll Autism s o

o : .

=3 Emotional Behavior ] ves CIno v v

r=3 Hearing Impaired CJves [Cno

=3 Vision Impaired Clves  [CJno %% S

= Latex Allergy CJves  [CIno Y, 9(’0‘;\0

=l Cognitive Disability D YES D NO "7 School BYS &

= . A

g Physical Disability Ovs v This form can be downloaded at:
Primary Longuage (] ¥ (I N0 www.paschoolbus.org/ERIC
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