
Hospital/ Clinic Preference Hospital/ Clinic Preference Hospital/ Clinic Preference Hospital/ Clinic Preference __________________________________________________________________________________ 
    
Child(ren)’s Physician(s) Name /Phone Number: Child(ren)’s Physician(s) Name /Phone Number: Child(ren)’s Physician(s) Name /Phone Number: Child(ren)’s Physician(s) Name /Phone Number: _____________________________________ (_______)___________________ 
 
Health Insurance: Health Insurance: Health Insurance: Health Insurance: _________________________________ Health Plan # Health Plan # Health Plan # Health Plan # _____________________________________________ 

200 Hamel Rd. 
P.O. Box 256 
Hamel, MN  55340 

Church of St. AnneChurch of St. AnneChurch of St. AnneChurch of St. Anne    
Phone: 763-478-6644   
Fax:  763-478-9141 
E-mail: dre@saintannehamel.org 

Emergency Contact and Medical Information Form for Faith Formation 
Father’s full nameFather’s full nameFather’s full nameFather’s full name    Mother’s full nameMother’s full nameMother’s full nameMother’s full name    

Home phoneHome phoneHome phoneHome phone    Home phoneHome phoneHome phoneHome phone    

Cell phoneCell phoneCell phoneCell phone    Cell phoneCell phoneCell phoneCell phone    

Work phoneWork phoneWork phoneWork phone    Work phoneWork phoneWork phoneWork phone    

Child’s Full NameChild’s Full NameChild’s Full NameChild’s Full Name    GradeGradeGradeGrade    Present Health ConditionPresent Health ConditionPresent Health ConditionPresent Health Condition    AllergiesAllergiesAllergiesAllergies    Special Health recommenda-Special Health recommenda-Special Health recommenda-Special Health recommenda-
tions to considertions to considertions to considertions to consider    

     

     

     

     

     

     

In the event of an emergency, I give permission to transport my child to a hospital.  I agree to allow  my child to receive emergency medical treatment at my 
expense at the discretion of the attending physician and /or paramedics.  I wish to be advised prior to any further treatment by a doctor or hospital.  This 
waiver applies only in the event that neither parent/guardian can be reached. 
 

Parent/Guardian’s Signature Parent/Guardian’s Signature Parent/Guardian’s Signature Parent/Guardian’s Signature __________________________________________________  Date Date Date Date _________________________ 


