
ESCHELEastside Christian Home Educators, LTD.
Family Last Name:____________________________________________________________

Address (street):_____________________________________________________________

City:______________________________ State:___________ Zip:________________

Home Phone:___________________________ Email Address:____________________

Father's Name:__________________________ Work/Cell Phone:__________________

Mother's Name:__________________________ Work/Cell Phone:__________________

EMERGENCY MEDICAL INFORMATION
Eastside Christian Home Educators, Ltd. (ESCHEL) has my permission to call an ambulance or

'911 ' to transport my child(ren) to the nearest medical facil ity for emergency medical treatment. I

also give permission for a representative of ESCHEL to authorize any mnedical treatment

deemed necessary.

Mother's Signature:_______________________ Date:____________________________

Father's Signature:_______________________ Date:____________________________

___________________________________________________________________________

Family Physician's Name Phone

___________________________________________________________________________

Street Address City State Zip

___________________________________________________________________________

Hospital Preference (name of hospital) Hospital Phone

___________________________________________________________________________

Insurance Company Contract No. Group No.

Medical Information (alergies, etc.)

[Please attach extra page with information, indicate child name (first/last) and any issues. ]

Medical Information (allergies, etc.):  
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