
Juniper Hill School
29 Upper Joclyn Avenue
Framingham, MA 01701

508.620.3875
Fax 508.620.2897

UNLO C K I N G P O T E N T I A L • A C H I E V I N G S U C CESS

TRANSPORTATION HEALTH AND EMERGENCY INFORMATION 2011-2012

STUDENT NAME: _________________________________________________________________ DATE OF BIRTH: ________________
LAST FIRST MI

HOME ADDRESS: ______________________________________________________________________________________________
STREET                                                                    CITY                                                   STATE                   ZIP 

PARENT/GUARDIAN NAME: ______________________________________________________________________________________
LAST FIRST EMAIL ADDRESS

PHONE:   HOME ____________________________ CELL ____________________________ WORK ____________________________

PARENT/GUARDIAN NAME: ______________________________________________________________________________________
LAST FIRST EMAIL ADDRESS

PHONE:   HOME ____________________________ CELL ____________________________ WORK ____________________________

Please complete all information requested
and return to ACCEPT Transportation. THIS
FORM MUST BE COMPLETED ANNUALLY
BEFORE THE START OF TRANSPORTATION
SERVICES. THANK YOU!

I acknowledge that I am required to provide a car or booster seat in accordance with the regulations in the handbook.   
My child requires a car seat?    � NO    � YES My child requires a booster seat?    � NO    � YES

If your child is less than 12 years old he/she must have parental supervision to transition on the van in the morning and
off the van in the afternoon.

If your child is 12 or older, does a responsible adult need to meet the van?     � NO    � YES
Please note: If you checked No, it indicates that you give permission for your child to be home alone.

I have received the ACCEPT Transportation Manual � YES    � NO

EMERGENCY CONTACTS:

NAME: ______________________________________________________ RELATIONSHIP_________________________

PHONE:    HOME _____________________         CELL _____________________       WORK _____________________

PHYSICIAN NAME:  ______________________________________________________________        PHONE _____________________

The above named physician is authorized to release necessary medical information in the event of an emergency.  � YES  � NO

Parents are responsible for notifying the Transportation Coordinator if any of the information above changes.

PARENT/GUARDIAN SIGNATURE: ____________________________________  

DATE: ____________________________________

PLEASE CHECK IF APPROPRIATE: IF CHECKED, PLEASE EXPLAIN IN SPACE PROVIDED

� ASTHMA

� ALLERGIES   EPI-PEN  � YES   � NO

� BEHAVIORAL ISSUES

� DIABETES

� FEEDING TUBE

� HEARING LOSS    � VISION LOSS

� SEIZURE DISORDER/EPILEPSY

� SWALLOWING DIFFICULTIES

� PHYSICAL CHALLENGES

� OTHER


