
 

            EMERGENCY 
 
 

School Year   2011 -  2012 
 

1. GENERAL INFORMATION (STUDENT) 

 
Name:   ______________________________                          Level:   ___________ 

First Name:   ______________________________            Home Room: ___________ 

Address:  ______________________________ Language spoken at home:  ___________ 

Postal Code:    ______   _______ 
 

Sex: F  �        M  �      Date of birth: _____ /  _____ /  ____ 
              Year      Month         Day 

Health insurance No.:              Expiry date: ____  / ____ 

                      Year      Month 

2. WHERE YOU CAN BE REACHED IN CASE OF EMERGENCY 

MOTHER FATHER 
 
Name:  _______________________________________ 

First Name:  ___________________________________ 

�  Home:     ______________________ 

�  Work:      ______________________ 

� Other:      ______________________ 

 
Name:  ______________________________________ 

First Name:  ___________________________________ 

�  Home:     ______________________ 

�  Work:      ______________________ 

�  Other:      ______________________ 
 

OTHER OTHER 
 
Name:  ______________________________________ 

First Name:  __________________________________ 

�  Home:     ______________________ 

�  Work:      ______________________ 

�  Other:      ______________________ 

 
Name:  ______________________________________ 

First Name:  ___________________________________ 

�  Home:     ______________________ 

�  Work:      ______________________ 

�  Other:      ______________________ 
 

 
In order to insure the security of your child, the school must be informed of health problems that might require 
immediate intervention at school (severe allergy to food or insect bites, diabetes�.). 
 

Does your child suffer from such a health problem? Yes  �   If yes, complete the back of the sheet 
       No    � 
 
Please inform the school of any change that might occur during the present school year. 
 
N.B. The information contained on this sheet will only be transmitted to the school nurse and to the school staff who 
 may be required to assist your child in case of emergency. 
 
_________________________________________________  Date:  ______ / ______ / ______ 
  Signature of parent, tutor, or youth of 14 years or more                                Year      Month       Day 

                                                                                                                  � 



Additional Information 
(Complete only if your child has health problems that might require immediate intervention at school) 
 
Has your child’s state of health changed since last year:  Yes ����       No ����   
 

Does your child suffer from: 
 

SEVERE ALLERGY:  
 

� To Food   Yes ����       No ����   
� To insect bites:  Yes ����       No ����   
� Other:    Yes ����       No ����   

 
If so, specify:________________________________________________________________________________ 

_____________________________________________________________________________________________ 

 

Emergency medication: Yes ����       No ����   Épipen:   Yes ����    No ����   

                         Other : _______________________________________________ 

 

 

DIABETES:  Yes ����       No ����     

_____________________________________________________________________________ 

Emergency medication: Yes ����       No ����     Specify :  _______________________________ 

Emergency care required, in case of hypoglycaemia, specify:  _____________________________ 

_____________________________________________________________________________________________ 

 
 

OTHERS:    Does your child suffer from any other problems that 
      might require immediate Assistance at school?                   Yes ����   No ����               
 

If so, specify: _____________________________________________________________________________ 

____________________________________________________________________________________________ 

 
Medical recommendation in case of emergency: Yes ����       No ����    
 
Specify:  ____________________________________________________________________________________ 
 
 
 
 
I authorize the CLSC nurse to communicate the above information to the school staff that might be required to 
assist my child in case of emergency. 
 
_______________________________________________________  Date:  ______ / ______ / ______ 
     Signature of parent, tutor, or youth of 14 years or more                                           Year      Month        Day 
 
 
Régie régionale de la Montérégie, 2001, Adapté par la Régie régionale de Montréal avec la permission de la Régie régionale de la Montérégie. 


