
---------------------------------------SCHOOL YEAR 2003-2004
Name of Student __________________________________ Grade: __________

Student’s Date of Birth: _____________ Student’s Social Security #: _______________

Names of custodial Parent(s)______________________________________________

Relationship________________________

Address_______________________________________________________________

Phone Home: _______________Mother/Work: _______________ Car/Cell: _________

Phone Home: _______________Father/Work: _______________ Car/Cell: _________

E-Mail Address: ____________________________________________________

List the names and telephone numbers of 2 LOCAL Emergency Contacts (other than parents)

Name: _______________________________Telephone #(s): ___________________

Name: _______________________________ Telephone #(s): ___________________

Name of Physician: ____________________ Telephone #(s): ____________________

ACKNOWLEDGEMENT:
I understand that Maryland International Day School will call for emergency medical
support in the event of serious injury requiring immediate medical attention. In the event
that my child becomes ill or is involved in an accident, and/or in the emergency contact
person cannot be reached within a reasonable period of time, I authorize Maryland
International Day School to obtain the necessary medical treatment. I accept
responsibility for any necessary expense incurred in such medical treatment even if it is
not included in the following coverage:

Health Insurance Company: __________________________Policy#:_______________

______________________________________ ________________
Parent(s) or Guardian(s) Signature

______________________________________ ________________
Parent(s) or Guardian(s) Signature Date
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