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Emergency Information Card 2014–15 Student  Hea l th  Center

PLEASE RETURN THIS FORM TO:

Student  Hea l th  Center

Azusa Pac i f ic  Un ivers i ty

PO Box  7000, Azusa, CA 91702-7000

Phone (626)  815-2100

Fax (626)  815-2102

apu.edu/hea l thcenter

Name ____________________________________________________________________  Student  ID  no . ________________________________

Date  o f  b i r th  ____________________________  Home phone ___________________________ Cel l  phone ______________________________

Home address____________________________________________________________________________________________________________

In  case  o f  emergency, contact   ____________________________________________________________________________________________

Home phone ____________________________  Ce l l  phone  ____________________________ Rela t ionsh ip   ____________________________

Fa ther ’s  name __________________________  Home phone  ___________________________ Cel l  phone  ______________________________

Mother ’s  name __________________________  Home phone  ___________________________ Cel l  phone  ______________________________

Medica l  cond i t ions  (as thma, d iabetes , se izure  d isorder, e tc . )  ________________________________________________________________  

_________________________________________________________________________________________________________________________

Dai ly  medica t ions , medica l  dev ices , e tc . ___________________________________________________________________________________

Al le rg ies  ________________________________________________________________________________________________________________

Insurance company  _______________________________________________________ Pol icy  no . _____________________________________

Address  __________________________________________________________________Ci ty  and s ta te  _________________________________

Insured’s  name  ___________________________________________________________Phone _________________________________________

Insured’s  da te  o f  b i r th  ______________________  Doctor ’s  name __________________________  Phone ______________________________

 

Parenta l  Author izat ion for  Treatment  

I f  your  s tudent  wi l l  be  under  the  age o f  18 a t  the  beg inn ing  o f  the  semester ,  we need your  author iza t ion  fo r  any  medica l  

t rea tment  that  may be  requ i red .  P lease  s ign  the  s ta tement  be low and re turn  th is  fo rm to  the  Student  Hea l th  Center  a t  the  

address  prov ided.

I ,  ___________________________,  am the  parent  o r  lega l  guard ian  o f  ____________________.  I  hereby  g ive  my consent  to  any  

prov ider  a t  the  Azusa Pac i f ic  Un ivers i ty  S tudent  Hea l th  Center  fo r  any  medica l  and/or  psycho log ica l  t rea tment  that  i s  deemed 

necessary  fo r  my ch i ld  named above.

Signa ture  o f  parent  o r  lega l  guard ian  _________________________________________________ Da te  _______________________________

Street           C i ty, S ta te          Z IP


