
 
L.I.G.H.T of Ohio, Inc. 
 07/01/06       EMERGENCY FORM 
 
Family Name: ________________________________   Father First Name:_____________________________ Mother First Name: ____________________________  
          
Address: ____________________________________________________      City: ______________________________________ State: _____ Zip: ______________  
           
Father Cell:_________________________  (F) Pager: ___________________Mother Cell: ____________________________  (M) Pager: ______________________ 
                                                                                                                               
Emergency Contact: __________________________________________        Relationship: __________________________Phone #:___________________________  
 
Father’s Name: ____________________________________________________         Child’s Full Name: ______________________________________________________________ 
 
Physician’s Name: ____________________________ Phone: ________________         Physician’s Name: _____________________________________Phone: ____________________ 
     
Dentist’s Name: ______________________________ Phone: ________________         Dentist’s Name: _______________________________________Phone: ____________________ 
          
Allergies: __________________________________________________________         Allergies: ______________________________________________________________________ 
 
Medications: _______________________________________________________          Medications: ___________________________________________________________________  
 
Mother’s Name:__ _________________________________________________         Child’s Full Name: ______________________________________________________________ 
 
Physician’s Name: ____________________________ Phone: ________________         Physician’s Name: _____________________________________Phone: ____________________ 
     
Dentist’s Name: ______________________________ Phone: ________________         Dentist’s Name: _______________________________________Phone: ____________________ 
          
Allergies: __________________________________________________________         Allergies: ______________________________________________________________________ 
 
Medications: _______________________________________________________          Medications: ___________________________________________________________________ 
 
 
Child’s Full Name: _________________________________________________         Child’s Full Name: ______________________________________________________________ 
 
Physician’s Name: ____________________________ Phone: ________________         Physician’s Name: _____________________________________Phone: ____________________ 
     
Dentist’s Name: ______________________________ Phone: ________________         Dentist’s Name: _______________________________________Phone: ____________________ 
          
Allergies: __________________________________________________________         Allergies: ______________________________________________________________________ 
 
Medications: _______________________________________________________          Medications: ___________________________________________________________________ 
 
Child’s Full Name: _________________________________________________         Child’s Full Name: _____________________________________________________________ 
 
Physician’s Name: ____________________________ Phone: ________________         Physician’s Name: _____________________________________Phone: ____________________ 
     
Dentist’s Name: ______________________________ Phone: ________________         Dentist’s Name: _______________________________________Phone: ____________________ 
          
Allergies: __________________________________________________________         Allergies: ______________________________________________________________________ 
 
Medications: _______________________________________________________          Medications: ___________________________________________________________________ 


