(Your district information here)

YTP EMERGENCY CONTACT FOR STUDENT 

Student’s Name ___________________________________________  Date _______________


Person to contact in case of an emergency __________________________________________

Relationship ______________________________________  Phone ______________________


Back-up person to contact _______________________________________________________

Relationship ______________________________________ Phone _______________________


	EMERGENCY MEDICAL RELEASE 




Check one 

_____ I DO authorize  (school and/or district name here)  and/or YTP personnel to seek medical treatment for my child if I cannot be reached and immediate medical treatment is needed. 

   
_____ I DO NOT authorize (school and/or district name here)  and/or YTP personnel to seek medical treatment for my child if I cannot be reached and immediate medical treatment is needed. 


Doctor’s Name and Phone ________________________________________________________

Insurance Carrier _______________________________________________________________

Insurance Group and ID numbers __________________________________________________



Parent name (Print Please)  _______________________________________________

Parent Signature _______________________________________ Date ____________
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