Arkansas FFA Association

Student Emergency Contact Form
Student Must Have a Completed Form on File In Order To Participate in Arkansas FFA Association Activities–Please Type or Print Plainly
Student Name: _____________________________ 

Home Phone: (___)_______________________________________

FFA Chapter: _____________________________ 

Chapter Phone: (___)______________________________________

Advisor: _________________________________ 

Chaperone: ______________________________________________

Home Address: _____________________________ City, State, Zip: __________________________________________________
Guardian/Mother: Name:___________________________________      Work Phone:(____)________________________________
Cell Phone: (___)____________________

Guardian/Father: Name _____________________________________   Work Phone: (____)________________________________
Cell Phone: (___)____________________

Alternate Emergency Contact: Name: __________________________   Work Phone: (____)________________________________
Cell Phone: (___)____________________

Family Doctor: Name:__________________________________  Address: ______________________________________________ 




Phone: (_____)______________________

Insurance Carrier: ______________________________________Address: ______________________________________________ 

Phone: (___)_______________

Name of Insured: ________________________________ Policy #: ____________________________________________________
Please list any health concerns that the conference staff needs to be aware of: 

asthma____ 
heart condition____
convulsions____    diabetes____
fainting spells____
 menstrual problems____
 migraines____

Allergies:  food (please list)_______________________________________________________________

insect bites____
 bee stings____
 poison ivy/oak_____



Drug Allergies/Reactions: Penicillin____
 aspirin____
 other (please list)_________________________

Date of last tetanus immunization________
 tetanus antitoxin_______
 tetanus toxoid_______ 

measles booster________

Please list any specific activities to be restricted: ______________________________________________________________________________________

Policy of student’s home school district will be followed in regards to use of any medications while student is in transit to/from and attending Arkansas FFA Association activities.  Please list any prescription or non-prescription medication that your student may be using: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Guardian/Mother’s Signature: _______________________________________________________Date: ____________

Guardian/Father’s Signature: _______________________________________________________  Date: ____________

