Student Last Name First Name Middle Name Birthdatae School Grade Parent's eMail Address Call Phone 3
- : : () - () - = () -
- Student Address {check if new)[] City State ZipCode  Home Phane (check If unlisted[}  Family doctor's Name  Dactor's Phone Child's Dentist Dentist's Phone
: () - ' () -
Parent’Guardian Name Address City Home Phone Child Lives with Y/N Employed By Work Phone and shift hours
‘ ( ) - { ) -
Parent/Guardian Name Address City Home Phonea Child Lives with ¥/N Employed By Work Phone and shit hours
Please iist additional emergency contacts below in tha order you wish theni to be calted:
Name Address i Home Phone Work Phone and Extension R;elationship to Student
Name ‘ . Address Home Phohe Work Phone and Extension : riefationship to Siudent

Confidential Health Information If your child's doctor has told ¥ou your child has any of the problems noted balow, pleasa “X" all that apply and answer questions related to problem.

D My child has no known health problems {:] MY CHILD'S HEALTH CONDITION IS POTENTIALLY LIFE THREATENING
Attention Deficit Disorder with or wilthout hyperactivi
Allergies, Types: [ ] Foods, list foods:

. [l Beestwasps/Other Insects [] LatexiRubber
. [} Other, please describe

- Asthma or other breathing problams, describe:

- Conditions or problems that affect walking or movement, describe:
Cancer; Type: ' Currently in: E] Treatment I:] Remission
Birth Defects, list/explain:

Blood Disorder other than HIVIAIDS {i.e. Sickle Cell), describe:

- Diabetes. (Gircle:) Typel  or Typell
'Emotionallpsychologlcal prablems, describe:
Heart Condition, describe:
Organ Transplant, list organ:
Selzure Disorder, describe lype:
Swallawing, Stomach or Intestinal disorders:
Vision, Hearing or Speech problems, describe: [ Hearing Aids D Ear Tubes [7] Glasses
Other, dascribe:

ty D Does your child have a form of Autism? If yas, describe

[] Alfergies to Medications: (List here)

_.[] Elevated Lead Level
List types of insulin, dose and fimes taken on back.

Date of last seizure:

OOo0O00o0oOooDoon . oo

i my child becomes il at school and you cannot reach m
contact the Student's Physician for consultation if needed

& by phone, the principal or hisfher daesignee has permission to contact an

. Wta serious Hiness or acclden ogcurs at school, | understand thal my c
charged by ihe hospital ara the responsibility of the Parent/Guardian,}

y of the emergency contacts listed above. You hava our permission to
hild will be sent by rescue squad 1o the emergency room. (All expenses

SIGNATURE of Parent/Legal Guardian; : _ Language Used:

B




STUDENT NAME:

E

MEDICATION (List names of all medications child takes, doses and times given):
Each medication given at school requires written parental consent.

tion forms may be obtained from the school office.
MEDICATION {name) : DOSE

{‘

Each prescription medication requires a physician’s written order and wrilten parental consent. Medica~ -

TIME or SITUATION WHO ADMINTSYTERS WHERE KEPT .
{When Given) {Child/Adule} . (Home/School/Backpack. . 0
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