CHRISTOVAL INDEPENDENT SCHOOL DISTRICT

Student Athlete Travel Information


Emergency Information

Student’s Name ______________________________________________ Birthdate __________________




     Last 
     First

     Middle

Address ___________________________________, ________________________, TX _______________









City
Phone ____________________________ Social Security # ____________________ Sex (  ) Male (  ) Female

Parent’s Name – Mother _______________________________ Father ____________________________

Parent’s Employer – Mother ____________________________ Father ____________________________

Daytime Phone (s) – Mother ____________________________ Father ____________________________

If parent/guardian cannot be reached, please notify: ___________________________________________









Name



Phone
Insurance Information

Family’s Primary Insurance Company ______________________________ Phone __________________

Circle One:  Individual     Group     HMO     None     Policy # ______________ Group # ____________

Primary Physician ___________________________________ Phone # ____________________________

Insured Parent/Guardian Name ________________________ Employer __________________________
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