
STUDENT INFORMATION
2010/2011

6345 Wydown Blvd.   Clayton,  MO  63105   ph 314-721-4422   fax  314-721-4448

S T U D E N T  R E C O R D S

First Name____________________________ Last Name___________________ DOB ___________
SSN __ __ __ -__ __ -__ __ __ __     Race___________    Class__________      Sex _____M _____F

Should my child ___________________ (enter child’s name) sustain serious medical injury or illness 
at school or on a school-sponsored field trip/event and the child’s physician or I cannot be contacted, 
the school has my permission to secure medical and/or hospital emergency room service as neces-
sary.   Signature of Parent or Guardian ________________________________ Date 
________________     Physician’s Name  ____________________________ Ph _______________ 
Fax______________ Address ____________________________ Preferred Hospital 
____________________________ Please list child’s allergies: 
_________________________________ Epi Pen: _____ Yes _____No Please list any known medical 
conditions (such as asthma, etc.) ____________________________

First Name____________________________ Last Name___________________ DOB ___________
SSN __ __ __ -__ __ -__ __ __ __     Race___________    Class__________      Sex _____M _____F

Should my child ___________________ (enter child’s name) sustain serious medical injury or illness 
at school or on a school-sponsored field trip/event and the child’s physician or I cannot be contacted, 
the school has my permission to secure medical and/or hospital emergency room service as neces-
sary.   Signature of Parent or Guardian ________________________________ Date 
________________     Physician’s Name  ____________________________ Ph _______________ 
Fax______________ Address ____________________________ Preferred Hospital 
____________________________ Please list child’s allergies: 
_________________________________ Epi Pen: _____ Yes _____No Please list any known medical 
conditions (such as asthma, etc.) ___________________________

First Name____________________________ Last Name___________________ DOB ___________ 
SSN __ __ __ -__ __ -__ __ __ __     Race___________    Class__________      Sex _____M _____F

Should my child ___________________ (enter child’s name) sustain serious medical injury or illness 
at school or on a school-sponsored field trip/event and the child’s physician or I cannot be contacted, 
the school has my permission to secure medical and/or hospital emergency room service as neces-
sary.   Signature of Parent or Guardian ________________________________ Date 
________________     Physician’s Name  ____________________________ Ph _______________ 
Fax______________ Address ____________________________ Preferred Hospital 
____________________________ Please list child’s allergies: 
_________________________________ Epi Pen: _____ Yes _____No Please list any known medical 
conditions (such as asthma, etc.) ____________________________

I have alerted the school in writing regarding medical information of which the school should be aware in consid-
eration of my child(ren)’s physical and mental well-being.   

Signature of Parent or Guardian _____________________________________ Date ______________ 
*Please attach an additional sheet if necessary. 



PA R E N T / G U A R D I A N  C O N TA C T  I N F O R M AT I O N
Please print your name clearly and as you wish it to appear in publications (ex: Buzz Book)

Name____________________________Relation___________    Home Ph_____________________
Address ___________________________________________     Work Ph_____________________
__________________________________________________     Cell Ph______________________
Email _____________________________________________     Beeper______________________

Name____________________________Relation___________    Home Ph_____________________
Address ___________________________________________     Work Ph_____________________
__________________________________________________     Cell Ph______________________
Email _____________________________________________     Beeper______________________

Name____________________________Relation___________    Home Ph_____________________
Address ___________________________________________     Work Ph_____________________
__________________________________________________     Cell Ph______________________
Email _____________________________________________     Beeper______________________

2006/2007 Buzz Book: Each year the school publishes a book with student/parent contact information 
included in it.  Please check which information you want included in the buzz book:                             
email address(s): ____No ____Yes, Please list ____________________________________________      

E M E R G E N C Y  C O N TA C T S
in case parents cannot be reached

Name______________________________________________     Relation____________________
Home Ph ________________   Work Ph___________________    Cell Ph_____________________

Name______________________________________________     Relation____________________
Home Ph ________________   Work Ph___________________    Cell Ph_____________________

Name______________________________________________     Relation____________________
Home Ph ________________   Work Ph___________________    Cell Ph_____________________

A F T E R  S C H O O L  P I C K - U P  A U T H O R I Z AT I O N

Who is authorized to pick-up your child(ren) after school? (please indicate parents as well)

________________________________________________________________________________

________________________________________________________________________________
Who is not authorized to pick-up your child(ren) after school? 

________________________________________________________________________________



P H O T O / V I D E O  R E L E A S E

I hereby authorize The St. Michael School to permit the photographing/videotaping of 
_____________________________________________________________________________

Name of Student(s)

and to use any such photographs in its publications, exhibitions or circulars for any purpose believed 
necessary for the benefit of The St. Michael School. Photographic prints and video footage will be used 
to interpret The St. Michael School program, and for solicitation of financial support as well as to 
interpret to the general public the needs of children for strong educational and academic programming.

Signature of Parent or Guardian ________________________________ Date _________________

S M S  C O M M U N I T Y 
( G r a n d p a r e n t s ,  R e l a t i v e s ,  F r i e n d s )

The St. Michael School plans to include grandparents/relatives/friends on its fundraising roster 
and newsletter email link. Please indicate below if you want the grandparents/relatives/friends 
included on the fundraising list and/or newsletter link. Please include an email address if the 
grandparent/relative/friend wishes to receive the newsletter link.

Fundraising
______

Newsletter 
_________

Name_____________________________ Relation ________________    
Address _________________________________________________________
Email __________________________________Phone__________________     

Fundraising
______

Newsletter 
_________

Name_____________________________ Relation ________________    
Address _________________________________________________________
Email __________________________________Phone__________________

Fundraising
______

Newsletter 
_________

Name_____________________________ Relation ________________    
Address _________________________________________________________
Email __________________________________Phone__________________

Fundraising
______

Newsletter 
_________

Name_____________________________ Relation ________________    
Address _________________________________________________________
Email __________________________________Phone__________________


