EMERGENCY CONTACT INFORMATION

Dancer:



Parent/Guardian:






Age:




Birthdate:







Allergies:



Other Health Concerns:





Medications:












EMERGENCY CONTACT #1:

Name:





Phone #:






Relationship to Child:



Alt. Phone #:






EMERGENCY CONTACT #2:

Name:





Phone #:






Relationship to Child:



Alt. Phone #:






I, 




           ,authorize MCD authorized agents,   to obtain necessary medical treatment for my child,




                        in the case of an emergency.
Parent Signature

PLEASE RETURN EMERGENCY FORM NO LATER THAN 12/1/12.

