TWO SIDED FORM

De La Salle North Catholic High School
Family Information Contact Form e 2008 - 2009

Please print

STUDENT Last Name First Name M.I. Date of Birth Class of

Street City State Zip
STUDENT SSN STUDENT Email Address STUDENT Cell Number Gender
Student Resides with: (Mother/Father, Mother Only, Father Only, Grandparents, etc) Home Phone Number

Parent/Guardian Names | Cell Number Work Number Employer Email Address

DO NOT list our contact information in the De La Salle North Catholic Student Directory. If you do not authorize the release
of your family’s contact information, only the student’s first and last name, plus grade level will be listed.

Emergency Contact Information

In addition to the parents/guardians listed above, the individuals below have the authorization to pick up my child and can be reached during school
hours at the number(s) listed below: Please place in order of preference to be called and circle the type of phone number listed:

1.

Printed Name Relationship to Student Daytime (Cell/Home/W ork)
2.

Printed Name Relationship to Student Daytime (Cell/Home/W ork)
3.

Printed Name Relationship to Student Daytime (Cell/Home/W ork)
4,

Printed Name Relationship to Student Daytime (Cell/Home/W ork)

Special contact instructions:

Continuing Parental Field Trip Permi s si o0 B8-2@09 200

This Continuing Parental Field Trip Permission, when signed and returned to De La Salle North Catholic High School, will be kept on
file in the Attendance Office.

The events covered by this form are for school-sponsored events such as, but not limited to, all CIP transportation, retreats, service
learning projects, choir trips, Lasallian Ambassador Field trips.

It does not apply to any traveling out of the Oregon or Clark County, Washington, nor does in replace the School Sports Pre-
Participation Examination Form needed for participation in sports.

Additionally, a separate form will be used for specific class field trips, such as to Oregon Historical Society or the Oregon Salmon
Project. (PLEASE SIGN ACKNOWLEDGEMENT and AUTHORIZATIO TO TREAT on reverse side.)




TWO SIDED FORM

Student Acknowledgment: Field Trip Permission

| agree to abide by the rules set up by the teacher/chaperone of the event | will attend. Further, | understand that | choose to disregard
any rules or expectations, | will be asked to leave and transportation from the event and transportation will have to be arranged with
my parent/guardian.

T
Student Signature Date

Parent/Guardian Acknowledgement: Field Trip Permission & Contact Information

I give permission for my child to attend the event(s) listed above. My child has permission to ride in a school vehicle, school rented
vehicle, or adult chaperone driven car. | understand that if my child chooses to disregard the rules of the event, her/she will be asked to
leave; consequently | agree to be responsible to arrange transportation from the event for my child.

I hereby authorize De La Salle North Catholic High School, its employees or chaperones, to secure the necessary service for my child
in the event of illness, accident or injury. Further, | agree to be responsible for payment of those services.

I herby verify the information provided on this form is current and up-to-date. (Please make sure you notify the main office when
moving to a new address or changing phone numbers!)

T
Parent/Guardian Signature Date
Emergency Medical Release
Authorization to consent to treatment of a minor
(I) (we), the undersigned parents(s)/guardian(s) of , aminor, do herby authorize De La Salle North Catholic

High School [Administrative/Staff member as agent(s)] for the undersigned to consent to any x-ray examination, anesthetic, medical of surgical diagnosis
or treatment and hospital care which is deemed advisable by, and is rendered under the general or special supervision of, any physician and surgeon
licensed under the provisions of the Medical Practice Act on the medical staff of any hospital, whether such diagnosis or treatment is rendered at the
office of said physician or said hospital.

It is understood that this authorization is given in advance of any specific diagnosis, treatment, or hospital care being required, but is given to provide
authority and power on the part of our aforesaid agent(s) to give specific consent to any and all diagnosis, treatment or hospital care which
aforementioned physician in the exercise of his/her best judgment may deem advisable.

Employer: Insurance Co.
Group No. Policy No.
Primary Physician/Provider: Physician Phone:

In case of emergency, Hospital of choice:

List: chronic illness or allergies:

Current Medication:

Any other medical conditions:

T

Parent/Guardian Signature Date




