
EMERGENCY CONTACTS 

Child’s name _______________________Address __________________Phone ____________ 

I authorize the following to perform emergency treatment for my child: 

Physician ______________________Address______________________Phone_____________ 

Dentist ________________________Address______________________Phone_____________ 

Hospital _______________________Address______________________Phone_____________ 

In the event the above named persons cannot be contacted, I authorize the school to act on my 

behalf. 

Signature of Parent or Guardian _______________________________ Date _______________ 

  

FIELD TRIP PARTICIPATION 

_______________________________________ has my permission to participate in all field 

trips at Jack & Jill Preschool. I understand I will be informed prior to each trip as to the date,  

destination and driver for my child. 

Signature of Parent or Guardian ________________________________ Date ______________ 

  

CLASSROOM PHOTOGRAPHS 

During the school year, teachers may take photographs and/or video of the children participat-

ing in classroom activities or field trips. These photos will always be available for parents to 

view and will be used for display in the classroom or hallway. 

I give permission for my child (name) _________________________ to be included in class-

room photographs and/or video according to the above statement. 

Signature of Parent or Guardian ________________________________ Date ______________ 

Please sign below if you give permission for your child’s photograph to be used in First Feder-

ated Church’s publications and website. No names of children will be used. You may request to 

preview these photographs. 

Signature of Parent or Guardian ________________________________ Date ______________ 
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