
Shattuck-St.Mary’s School
2009 - 2010 Emergency Information and Authorization Form

Student's Name ___________________________________________ M / F Date of birth  ____________Grade  _________  

Student’s cell ____________________Father’s cell _____________________  Mother’s cell _________________________

Allergies ________________________Type of Reaction_______________________ Last Tetanus Shot (Td)_____________

Current Medications(also complete Rx form)  ______________________________________________________________

Significant History or Special Instructions (ie. Asthma) _______________________________________________________

Primary medical contact(s)     Father_____ Mother _____ Guardian ____ Guardian Phone number ____________________

Parent(s) /Guardian Name_______________________________________________________________________________             

Address _____________________________________________________________________________________________         
                               Street                              City                              State              Zip                        Country

Home phone number  _____________ Father’s work number  ______________  Mother’s work number_________________

Father’s e-mail__________________________ Mother’s e-mail __________________________ Fax __________________                                                           

Health insurance company name and phone number  __________________________________________________________

Health insurance company address  _______________________________________________________________________

Subscriber's name _______________________________ Date of birth  ___________Group Number___________________

Policy Number                                                    Subscriber’s Employer  _________________________________________

Prior authorization  necessary?   Yes or No       Dental Insurance?    Yes or No       Prescription Coverage?    Yes or No

Clinic preferred (circle one)        Allina Medical Clinic         Cannon Valley Clinic            No Preference

PLEASE SCAN OR PROVIDE A PHOTOCOPY OF BOTH SIDES OF YOUR INSURANCE, PRESCRIPTION AND 
DENTAL CARD(S).  IF DURING THE YEAR THIS CHANGES, PLEASE SEND US THE UPDATED INFORMATION   

Emergencies:  Occasionally, there is an emergency and it is impossible for the school to reach parents or guardians. Please 
list below three relatives, friends, or neighbors who know your family so that the school can contact someone in case of an 
emergency.  You must list at least one English speaking emergency contact.

Name                                              Relationship              Home and cell phone numbers    
1.

2.
3.

Medical, Surgical, and Dental Authorization:
I, the parent/guardian of the above listed student, agree that in the event a necessary medical, surgical, or dental appointment is needed, the 
Head of School or his delegate is authorized to arrange for the necessary assessment and treatment essential to my child's comfort and 
health.  I also authorize the release of any health records essential to the consultants for care they render to my child.  Upon the return of 
my child to school, I authorize the release of medical information to the Shattuck- St. Mary's Health Service in order that appropriate 
follow-up care may be provided and to insurance companies involved in the settlement of claims.

Parent or Guardian Signature__________________________________________________Date____________________

1000 Shumway Avenue �xPost Office Box 218�xFaribault Minnesota  55021 U.S.A.
Health Center Telephone (507) 333-1644�xAthletic Trainer’s Telephone (507) 333-1706 �xFax (507) 333-1600 (both offices)

Health concerns contact: Lori Billmeyer at lbillmeyer@s-sm.org
                      Athletic Training concerns contact:  Wendie Battist Schoeb at wbattist-schoeb@s-sm.org,   (1/09)


