[bookmark: _GoBack]SALEM ACADEMY & COLLEGE EMERGENCY CARD
Name	    Sport  	___
(Last)	                (First)	(MI)

Date of Birth: 	/ 	/ 		Social Security #:  _______ - _________ - _________

Home Address: 	____________________________________	
____________________________________________________________________________ 	
City	            State                                                     ZIP       

       Home Phone: (             ) __________________________     Athlete’s Cell Phone #: (             ) _______________________

Parent Information


	Mother’s Name:
	Father’s Name:

	Home Phone: (	 )
	Home Phone: (	  )

	Work Phone: (	 )
	Work Phone: (	  )

	Cell Phone: (	)
	Cell Phone : (	  )

	E-Mail:
	E-mail:


	  Emergency Contact (Other than Parent)


	Name:
	Phone #: (            )                



Known Allergies: _____________________________________________________________________________ 
      Current Medications Being Taken: ________________________________________________________________
Permission is hereby granted to the Director of Health Services, Athletic Training Staff, or Coaching Staff of Salem Academy & College, Winston-Salem, NC to proceed with needed medical and minor surgical treatment, ambulance notification, x-ray, and immunization for the named student athlete. In the event of serious illness, need for major surgery, or accidental injury, I understand that an attempt will be made by the college nurse, athletic trainer, coach, or the doctor in charge to contact me by telephone. If unable to contact me, needed emergency treatment may be given as necessary for the best interest of the student athlete. In the event that emergency treatment should be necessary, a copy of this permission will be furnished to the doctor in charge.

Parent Signature: ____________________________________________________________     Date: ____/_____/_____

Athlete Signature: ____________________________________________________________    Date: ____/____/______


           Does a family or personal type of health or hospitalization insurance policy cover the student?	YES	NO

Policy Holder Name: ________________________________________________________________ 	

Policy Holder Date of Birth: ____/_____/______	Policy Holder S.S. #: _____- ______- _________ 	

Name of Insurance Company: ___________________________________________________________________ 			 
Address: ____________________________________________________________________________________	

Phone #: (	) ________________________	

           	Policy/ID #: _______________________________________________	Group #: _________________________ 	
	Return this form to:   Head Athletic Trainer   Salem Academy & College   601 S. Church St.   Winston-Salem, NC   27101
