
Congregation Shir Shalom Religious School 
Emergency/Medical Information Form 

(Must be completed & signed) 

Student Name _____________ Grade __ _ 
Responsible Parent and Telephone (during Religious School hours): 
Name: ________________P    hone:  ______ _ 

Alternate Contact For Emergency: _________ Phone: _ ______ _ 
Relationship to student: ___________ _ 

Child's Physician __________ Phone: _________ _ 

Child's Dentist: ____ ______ Phone:  _  _________ _ 

Health Insurance Name: ________ Policy# ___________ _ 

Allergies to food: ___________ Symptoms: 
Allergies to medications: 
_ Check here if allergies are seasonal. Allergy prescriptions year round: Yes  No 

Is the child talcing medication regularly (not for seasonal allergies) or being treated for any 
condition? If so, please list/explain: 

Any other important medical/educational needs during Religious School hours: 

The undenigncJ docs hcrc:by giVl: permission for my thild ___________ (thild's name)("Panlcip1nt"l, to anend and 
p3rticipatc in any Shir Shalom children/youth mini.my activities, events, retreats nnd childc:,re during the period of September l, 2020 - May 
31, 2021.  

LIABILITY RELEASE: I n  consider.1tion of Shir Shalom allnwing the Participant m participate in religious school activities (wonhip, meetin1:s, 
activities, anJ flclJ trip,>. I, the undenigncJ, Jo hereby release, forever Jischari:e and a1,,'l"cc to hold harmless Shir Shalom, its cler1,,y, directon, 
employcc:J, voluntccn and tc:1thc:rs kollecrivdy herein the "T emplc") from any and all liabiliry, claims or demands for acciJcnt:11 personal 
injury, sickness or Jeath, as well a.s propcrrv dama1,,..: and expenses, of any nature whats0C"ll\:r which may be incurred by the undersigned and 
the Panlcipant while involved in the rcligiou• school activities .. I the parent or legal guardian of this Panicipant hcrc:by grant my pcrmb.slon 
for the Participant to participate: fully in religious school activities, including trips away from the temple premise,. Furthermore, I, on behalf of 
my minor Participant, herehy assume all risk of accidental personal injury, sitkn=, death, damage and cxpen.�e as a result of p:irticip.itlon in 
recrcalion anJ work uc1ivitics involved therein. The undcrsi1,,'hed further hereby a1,,,n,c:i 10 hold harmless and indemnify said Temple for any 
llabiliry su5tllined hy salJ Temple a5 the result of the negligent, willful or intentlunal acts uf aald Participant, Including expcnscs Incurred 
attendant thereto. The undersigned also give, 1he Temple permission 10 u1e Participant's phmograph or video image: on behalf of Shir 
Shalum including, but not limited to publiciry, web content, advertising, and marketing. 

MEDICAL TREATMENT PERMISSION: I authorize an aduh:, in whose circ the minor has hccn entrusted, to consent to any emeri,...:ncy ll· 
r.iy examination, anesthetic, mcJical, surgical or dental diagnosis or m:anncnt and hospital can:, robe rcmlc:n.-J ru the minor under the 
11eneral or special supervision anJ on the advice of any phys!clan or dentlat llcetued under the provi.�lons of the McJial Practice Act on the 
medical staff of a licensed hospital or emergency carc faciliry. The undcn,,:nL-J shall be liable and agrees 10 pay all cosu anJ l!Xpcnscs incum:d 
in connection with such med!nl and dental services rendered to the aforementioned child or youth pursuant to this authorit.:ition. 

TRANSPORTATION PERMISSION: The undenl1:neJ Jocs 111.so hereby gi\'C permission for my child/ynuth to ride in any vehicle driven by 
an approved and liccn54:J ADULT chaperone while attenJini: and paniciparini: in acti\itii:.s sponsored by Shir Shalom. My child/youth and I 
undentand th3t SEAT BEL TS MUST BE WORN AT ALL TIMES durinll tr:1ruportation. 

Parent Signature ____________ _
Print Parent Name Date__ 

IMPORT ANT: Please indicate in a separate attachment specific educational needs and/or conditions 
that apply to your child ln order for us to best serve him/her/them (confidential). If your child receives 
special services in public school, please describe how our school can help support the educational process 
for him/her/them. 
Fillable Ver 6
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