
VOORHEES TOWNSHIP PUBLIC SCHOOLS  
Voorhees, New Jersey 08043 

EMERGENCY RELEASE AUTHORIZATION CARD 
 

Date of Birth: __________________     Teacher: _____________________________________________ 

The information set forth on this card is requested for two purposes:  (a) to attempt to insure that your child will receive emergency medical care in the event that you 
are unavailable; (b) to identify the persons to whom your child may be released to in both emergency and non-emergency situations. 
 

Please print all information on this card 
 
 

Student Name:  ______________________________   _____________________________  _____________ 

    (Last)      (First)     (Middle Initial)     
 

Home Address: _________________________________________________________________  Phone: ________-________-______________ 
             (Primary Number) 

Mother’s Name: _________________________________________________________________ 
 

 Address (if different from student’s): ______________________________________________  Phone: ________-________-_______________ 
 

 Business Name: ______________________________________________________________  Work Phone: _______-_______-____________ 
 

             Cell/Beeper:  _______-_______-____________ 

Father’s Name: _________________________________________________________________ 
 

 Address (if different from student’s): ______________________________________________  Phone: ________-________-_______________ 
 

Business Name: _____________________________________________________________  Work Phone: ______-_______-_____________ 
 

            Cell/Beeper:  ______-_______-_____________ 
 

Emergency Name: ______________________________________________________________ Relationship: ____________________________ 
 

 Address: __________________________________________________________________ Phone: _________-________-______________ 
 

Emergency Name: ______________________________________________________________ Relationship: ____________________________ 
 

 Address: ___________________________________________________________________ Phone: ________-_________-_______________ 
 

Family Physician: _______________________________________________________________ 
 

Address: ______________________________________________________________ Phone: _______-________-_________________ 
 

Check if any of these conditions should be known to the appropriate school personnel and other healthcare providers: 

  Asthma   Diabetes   Epilepsy/Seizures   Heart Condition   

Other: _____________________________________________________________ 

Allergic to: Bee stings  Latex   Food Allergies   Name of Food(s): ________________________________ 
 

Aspirin  Penicillin   Sulfa    

Other: ________________________________________________________________________________________________ 

*Epinephrine Auto Injector kept in school  
 

Does your child take medication on a regular basis?  Yes   No  

Name of medication(s): __________________________________________________________________________________________________ 

Does your child have Health Insurance including NJ FamilyCare/Medicaid, Medicare, private or other? 

Yes _____ If yes, name of insurance company ________________________________________________________________________________ 

No ______ NJFamilyCare provides free or low cost health insurance for uninsured children and certain low income parents.  

For more information call 800-701-0710 or visit www.njfamilycare.org to apply online. 
You may release my name and address to the NJ FamilyCare Program to contact me about health insurance. 

Signature: ______________________________________ Printed Name: _________________________________  Date: _________________ 
Written consent required pursuant to 20 U.S.C. § 1232g (b) (1) and 34 C.F.R. 99.30 (b). 

 

 
I, the undersigned, do hereby authorize officials of the Voorhees Public Schools to contact directly the persons named on this card and do authorize 

the named physicians to render such treatment as may be deemed necessary in an emergency, for the health of said child.  

In the event that physicians, other persons named on this card, or parents cannot be contacted, the school officials are hereby authorized to take 

whatever action is deemed necessary in their judgment, for the health of the aforesaid child. 

I will not hold the school district financially responsible for the emergency care and/or transportation for said child. 

 

__________________________________________________________   ______________________________________ 

 Parent/Guardian Signature        Date 

http://www.njfamilycare.org/

