Child's Name

MY MOTHER'S ROOTS
EMERGENCY NOTIFICATION FORM

DOB:

In case of Emergency, contact the following in this order.

Parent 1
Name:

Relationship:

Daytime Phone #:

Address:

Cell Phone:

City:

Parent 2
Name:

State: Zip:

Relationship:

Daytime Phone #:

Address:

Cell Phone:

City:

Guardian
Name:

State: Zip:

Relationship:

Daytime Phone #:

Address:

Cell Phone:

City:

Doctor
Name:

State: Zip:

Phone #:

Address:

City:

State: Zip:




Emergency Medical Information : (Allergies, Medications, etc.)

[, hereby, authorize a representative from My Mother's Roots to transport my child to any
medical facility, in case of emergency.

Parent Signature Date



