
  
  

CUSR EMERGENCY INFORMATION 
  

C-U Autism Network swimming 
  

  
Name:______________________________      Birthday:________________  Age:__________ 
  
Address:_____________________________    Allergies:_______________________________ 
  
___________________________________       ______________________________________ 
  
Mother/Guardian:_____________________     Special Notes:____________________________ 
  
___________________________________       ______________________________________ 
Home#                Cell#  
  
Father/Guardian:_____________________      Restrictions:______________________________ 
  
___________________________________      _______________________________________ 
Home#                Cell# 
  
Emergency Name & Phone #                            Medication:______________________________ 

(other than Parent/Guardian)                                
                                                                            _______________________________________ 
__________________________________       

    Preferred Hospital:_________________________ 
Name                          Phone # 
                                                                           Doctor:__________________________________ 
  
__________________________________ 
Name                          Phone #                         Doctors #:________________________________ 
  
                                                                          Disabilities________________________________ 
  
  

 

 


