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Date Updated:___________

Bilingual Montessori Lab Academy 
EMERGENCY CONTACT / PICK-UP AUTHORIZATION
If this changes throughout the year, please notify:

info@bimontlab.com



Personal Data





Student’s name _______________________________________     D.O.B.______________





Address _________________________________ City____________ Zip ________ Home Phone_________________








Emergency Contact Information / Pick-Up Authorization


Who do we call in case of an emergency? Who may pick up your child?





Parent/Guardian #1 Name _________________________email ____________________________________________





Address _________________________________ City ___________ Zip _________ Home Phone __________________





Relationship to child _________________ Work Phone ___________________ Mobile Phone _____________________





Parent/Guardian #1 Name _________________________email ____________________________________________





Address _________________________________ City ___________ Zip _________ Home Phone __________________





Relationship to child _________________ Work Phone ___________________ Mobile Phone _____________________








Name_______________________________ Daytime phone __________________ Mobile phone ____________________





Emergency Contact                            Relationship to child ______________


Authorized to pick-up





Name_______________________________ Daytime phone __________________ Mobile phone ____________________





Emergency Contact                            Relationship to child ______________


Authorized to pick-up





Name_______________________________ Daytime phone __________________ Mobil phone _____________________





Emergency Contact                            Relationship to child ______________


Authorized to pick-up








Signed by parent #1 or legal guardian _____________________________________________________________


 (please print name and sign)





Signed by parent #2 or legal guardian _____________________________________________________________


 (please print name and sign)








Medical Information





Medical conditions, ALLERGIES, medications _____________________________________________________________________________________________________





_____________________________________________________________________________________________________





_____________________________________________________________________________________________________





Doctor’s Name & Phone__________________________________________________________________________________








                                                                                                                                  Date Updated:                

