
   4221 COCHRAN STREET SIMI VALLEY, CA 93063 (805)522-1011 
 

IDENTIFICATION AND EMERGENCY INFORMATION 
 
 

Student’s Name_____________________________________________________________________________ 
 
Age______________  Home Phone Number________________________________________________ 
 
Home Address______________________________________________________________________________ 

Father’s Name________________________________________Social Sec. #____________________________ 

Business Phone_____________________Home Phone___________________DL#________________________ 

Home Address______________________________________________________________________________ 

Mother’s Name_________________________________________Social Sec.#___________________________ 

Business Phone__________________Home Phone___________________DL#___________________________ 

Home Address______________________________________________________________________________ 

Legal Guadian’s Name_______________________________________________________________________ 

Business Phone__________________Home Phone____________________DL#_________________________ 

Additional Persons Who May be Called in an Emergency 

Name           Address          Phone  Relationship 

________________________     ______________________________ ______________    ________________ 

________________________      ______________________________ ______________   _________________           
 
Persons Authorized to take child from facility 

________________________  _____________________________  _______________________ 

________________________        _____________________________   _______________________ 
 
Persons NOT Authorized to take child from facility 

________________________  _____________________________  _______________________ 

________________________        _____________________________   _______________________ 

Physician to be called in an emergency__________________________________________________________ 

Dentist to be called in an emergency____________________________________________________________ 

Specific Information: (Allergies, medication, medical problems, fears etc.) 

 

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
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