
Student Name _________________________________________________________________ 	Date of Birth_____/______/______
                                              (Last)                                                     (First)                                                        (Middle Initial)

Home Address _____________________________________________________________________________________________
		(Include street name, house number or apartment number)		City                            State                     Zip Code


1st Call:___________________________________________________________________________________________________
	Parent/Guardian                                                           Home Phone		           Work Phone		         Cell Phone


2nd Call: ___________________________________________________________________________________________________
	Parent/Guardian                                                           Home Phone		           Work Phone		         Cell Phone


If unable to reach parent call:              ____________________________________________________________________________
(list two names other than parents)	Name 			Phone				Relationship

				   ____________________________________________________________________________
				      Name 		                  Phone			                  Relationship

Please check if this student has any of the following conditions:
   School year:_________                 Medical Emergency Information                           Grade: ________
Please fill out with the most recent contact and medical information. This information will be used in the case of an emergency at school.


___ Food Allergies			

___ Medication Allergies

___ Bee Sting Allergy


___Asthma

___Diabetes 1 or 2

___ Seizures


___Bone or Joint Disorder

___Heart Condition

___ Hemophilia or Sickle Cell
If you have checked any of the above conditions please describe and see the nurse for further paperwork. (example: Peanut Allergy): 

____________________________________________________________________________________________________________ 

Please list any other medical diagnosis, surgeries or other health concerns that you would like the nurse to know : ________________

____________________________________________________________________________________________________________

Daily medication and dosages (given at school and home): ____________________________________________________________


Primary Care Physician’s Name:________________________________________    Medical Insurance Provider:________________
						                      Phone Number

___ I do not have a physician and would like information about local providers   ___ I do not have medical insurance or Medicaid and would like further information

[bookmark: _GoBack]Hospital of choice in case of 911 transfer (Specific Hospital):_________________________________________________

I hereby give my permission for the school to obtain the services of any of the indicated physicians or hospitals in case the named student suffers illness or accident. It is also understood that the school will make an effort to contact a parent before action is taken. I understand that the medical information in this document may be shared with appropriate staff on a need- to- know basis to ensure the safety of my child.

_________________________________________________________________________      ________________________________
   Parent/Guardian Signature                                                                                                              Date
