
CHALLENGING HORIZONS PROGRAM

USC Department of Psychology

Emergency Contact Form

Child’s Name: ________________________________                                                               

Address: _____________________________________


     _____________________________________

Phone Number (Home): _________________________

Parent(s) Cell Phone Number: ____________________

Parent(s) Work Phone Number: ___________________

Emergency Contact:

Name: _____________________________________

Phone Number: ______________________________

Relationship to child: __________________________

Emergency Contact (#2):

Name: _____________________________

Phone Number: ______________________

Relationship to child: __________________

Allergies: ___ No 

       ___ Yes: Please specify _____________________

Other health concerns:  _______________________________

Physician’s Name: __________________

   Phone Number: __________________

---------------------------------------------------------------------------------

I, the undersigned, am the legal guardian/parent of the above named client and hereby give my consent for the provision of the services described below.

I give consent for the staff of the Challenges Horizon’s program to provide emergency medical treatment for my child.  The staff of the program has my permission to transport my child to a medical facility in the event of an emergency and authorize any emergency medical procedures deemed necessary by the medical staff at the hospital.  I understand that in the event of an emergency the staff will make repeated attempts to contact me according to the information listed above.

________________________________


___________________

Signature of Legal Guardian/Parent



Date

________________________________


___________________

Signature of Witness





Date

