The Beacon Learning Centre

Emergency Contact Card

Child:

DOB (dd/mm/yy):

Primary Contact #1

Home Address:
Telephone: R.

E-mail:

Primary Contact #2

Home Address:
Telephone: R.

E-mail:

Alternate Contact #1

Home Address:
Telephone: p.

E-mail:

Alternate Contact #2

Home Address:
Telephone: R.

E-mail:

To Whom The Child May Be
Released #1

Telephone: R.

To Whom The Child May Be
Released #2

Telephone: p.

Family Doctor or Pediatrician

Address:

Parental Consent for Emergency Treatment

Signature:

Registration Package : Form 3

Sex: ] Male [] Female
OHIP # (Optional):

Relationship:
W:

Relationship:
W:

Relationship:
W:

Relationship:
W:

Relationship:
W:

Relationship:
W:

Telephone:

Date:

Allergies/Medical Conditions Symptoms

(Please sign even if your child has no allergies)

Signature:

Treatment

Date:

The Beacon Learning Centre
(613) 741-3422

2379 Ogilvie Road Gloucester, Ontario K1J 7N4
Form03-EmergencyContactCard_0217
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