Westminster Preschool

 Emergency Information

Child’s Name____________________________________________________________

Home Telephone_________________________________________________________

Address___________________________________________________Zip___________

Birthday______________________________________________Age_______________

Parent Name_____________________________________________________________

Phone Numbers___________________________________________________________

Secondary Parent Name____________________________________________________

Phone Numbers___________________________________________________________

E-mail __________________________________________________________________

Persons authorized to pick up:

1._______________________________        2.__________________________________

Emergency Contacts:

1.____________________________
 Phone____________________________________

2._____________________________Phone____________________________________

In the event of an emergency and I cannot be reached to make arrangements, I authorize Westminster Preschool to seek any medical care or treatment as necessary for my child 

________________________________.  I understand that in the event of an emergency, I will be contacted first and this waiver will only be necessary if I or my emergency contacts cannot be reached.  Hospital preference________________________________.

Parent Waiver Signature__________________________________Date________________________

Physician___________________________________Phone Number________________

Dentist_____________________________________Phone Number________________

