STUDENT HEALTH AND EMERGENCY INFORMATION- One per student

Patient Information

Student LAST Name:

Student FIRST Name:

Date of Birth:

Grade in the fall: [1Senior  [] Junior [] Sophomore [1Freshman | Home#: () Student Cell#: ()
Home Address: City: Zip:
Mother’s full name: Mom’s email: Mom’s cell #: Mom’s work#:
Father’s full name: Dad’s email: Dad’s cell#: Dad’s work#:
Primary Physician: Physician’s Phone Number:
EMERGENCY CONTACTS- If parent is not available. Must be in Local
Name: Relationship Home Phone Cell Phone Work Phone:
MEDICAL CONDITIONS: Check all that apply
O ALLERIGIES: MEDICATIONS: May Acetaminophen
0 AD_D/AD,HDd ] Headaches [1 Bee/Wasp sting L] Epipen (Tylenol) be given to
0 AEr?>t<lir(]a? Disorder [] Hearing Loss L Eggs L Benadryl this student by the
' AsthmZ [ Hyper/Hypo thyroid 1 Fruit [T Rescue Inhaler nurse?
O] Asthma Exercise Induced [ Irritable Bowel Syndrome | Latex L1 Other-please list Oves [ No
[ Cardiac Condition LI Migraine _ L Dairy
[J Concussion: list date/s below L) Mobility Impairment | LI Peanut May lbuprofen
O Inflammatory Bowel Disease L1 Fainting L Shelifish (Motrin, Advil) be
] Diabetes- Insulin Injection L1 Nose Bleeds O Soy given to this student
[ Diabetes- Insulin Pump [ seizures [1 Tree Nut by the nurse?
L1 Diabetes- Oral Medication [1 Surgeries LI Other- specify
L] Depression below. Include Llyes [INo
medications/
allergies

Other:

Parent Signature:

Date:
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