Emergency Contact and Medical Information Form

______________________ (name of student) is participating in the Pre-College Intensive Arabic program, by the Summer Institute for the Languages of the Muslim World at the University of Illinois in Urbana-Champaign. In the event that there is an emergency, our staff will immediately contact the individuals in the order listed below.

EMERGENCY CONTACT INFORMATION (please list at least two contacts)
Full Name (First & Last):  _____________________________________________________
Relationship to student: _______________________________________________________
Street: ________________________________________________________________________
City: ____________________________________     State:______ Zip Code: __________
Home #: ______________________________   Work #: __________________________
Cell #:  _________________________________ 
--------------------------------------------------------------------------------------------
Full Name (First & Last):  _____________________________________________________
Relationship to student: _______________________________________________________
Street: ________________________________________________________________________
City: ____________________________________     State:______ Zip Code: _____________
Home #: ______________________________   Work #: __________________________
Cell #:  _________________________________ 
--------------------------------------------------------------------------------------------
Full Name (First & Last):  _____________________________________________________
Relationship to student: _______________________________________________________
Street: ________________________________________________________________________City: ____________________________________     State:______ Zip Code: __________
Home #: ______________________________   Work #: __________________________
Cell #:  _________________________________ 


Physician Information  
Doctor’s Name: _________________________________________________________________
Clinic/Hospital: _______________________________________________________________
City: 	 ________________________________________________________________________
Phone #: ________________________________________________________________________
Health Insurance Provider: ___________________________________________________
Policy Number: ________________________________________________________________
1. Please describe any medical conditions or disabilities of which are staff should be aware:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________

2. Please list all medication (prescribed and over the counter) that your son/daughter will be bringing. 
(If your son/daughter requires prescription medication while at the workshop, we will need to receive the medication in the original container provided. Prescribed medication will be kept locked in the SILMW High School Program office and will be administered following the parent’s instructions.)   

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________

3. Please list all food AND medication allergies.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________

4. Are there any special accommodations that will need to be made or workshop activities that your child cannot participate in? 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5. Is there any additional information we should know about? (e.g.- Dietary restrictions, physical accommodations, religious beliefs that could impact medical care)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
[bookmark: _GoBack]________________________________________________________________________


Are all immunizations up to date? __________

Date of last Tetanus shot: _____________


		
I do hereby swear/affirm that the above information is accurate to the best of my knowledge. I understand that if circumstances change, it is my responsibility to notify SILMW High School Program Staff immediately. Furthermore, in the event of an emergency or non-emergency situation requiring medical treatment, I hereby grant permission for any and all medical and/or dental attention to be administered to my son/daughter in the event of an accidental injury or illness, until such time when my designated emergency contact can be reached. This permission includes, but is not limited to, the administration of first aid, the use of an ambulance, and the administration of anesthesia and/or surgery, under the recommendation of qualified medical personnel. I also understand the accident insurance in effect while at the University of Illinois campus does not cover pre-existing conditions or self-inflicted injuries. Injuries that may occur that are within my son/daughter's control will need to be paid for by my personal medical insurance provider.




Parent/Guardian Name __________________________________________
Parent/Guardian Signature _____________________________________
Date _____________________________


