DRAFT 6/13/18
STUDENTS	TBA09.224 AP.21
Emergency Medical Treatment Release/Health History Form
Please complete, date, sign, and return this form to the school.
Student name: ___________________________________________________________________
Student address: _________________________________________________________________
School (circle):   EHS        TKS        MES        HHES        PA         VVEC                       Grade:_______
Health Care Provider: _____________________________________________________________
Health Care Provider’s Contact Number(s): ____________________________________________
Parent/Legal Guardian 1 Name:______________________________________________________
Contact Number(s):  __________________________________________________________	
Parent/Legal Guardian 2 Name:______________________________________________________
Contact Number(s):  __________________________________________________________	
Is student on any routine medication?   ___Yes, please list below.                     ___No
	Medication
	Dosage

	
	

	
	

	
	

	
	


Student has the following health/health-related conditions (check all that apply):
___Type   I Diabetes.  Treatment: _____________________________________________________   
___Type II Diabetes.  Treatment: ____________________________________________________
___ADHD:   ___takes meds at home   ___will need to take meds at school   ___no meds
___Asthma:  ___must have inhaler in school office   ____must carry own inhaler   ___no inhaler
___Allergy, requiring an EpiPen:    ___must carry EpiPen        ____must have EpiPen in office
      Please check the specific allergen:  	___peanuts   	___tree nuts and seeds  	     ___latex   	___eggs        ___milk/dairy      ___fish           ___shellfish              ___bee sting/insect sting    
      	___fruits/vegetables.  Please list:__________________________________________________
     	___food additives.  Please list: ___________________________________________________
     	___Other.  Please specify:________________________________________________________
___Allergy, no EpiPen required.  Please check the specific allergen:  ___seasonal   ___animal dander
         ___insect bite  		 ___medications.  Please list:___________________________________
         ___ fruits/vegetables.  Please list:__________________________________________________
         ___food additives.  Please list: ___________________________________________________
         ___Other.  Please specify: _______________________________________________________
 ___Seizures/convulsions/epilepsy. Treatment plan: _______________________________________


STUDENTS	BA09.224 AP.21
	(Continued)
Emergency Medical Treatment Release/Health History Form
Student has a history of the following (check all that apply):  
 ___nose bleeds   	___ear infections	___ throat infections              
     	 ___heart disease (specify): ______________________________________________________
     	 ___anxiety  		 ___reflux   		___lactose intolerance   		___depression   
     	 ___Other.  Please specify: _______________________________________________________
Additional pertinent health information:_______________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
Emergency contact other than parent/legal guardian:
      Name:  _____________________________________________________________________
      Relationship to student: ________________________________________________________
      Contact number(s): ___________________________________________________________
Please check all that apply:
___I grant permission for my child to be seen by the District/School Nurse as needed.  
___In case of emergency, accident, or serious illness of the above named child, I request the school to contact me. 
___In case of emergency and I am unable to be contacted, I request the school to contact the above-named emergency contact.
___If I am unable to be reached, I authorize school/district personnel to obtain the emergency medical treatment necessary to maintain the student’s health.
Parent/guardian signature:_________________________________________________________
Relationship to student: __________________________________________________________
Contact number(s):  	Home:  __________________________________
			Mobile/cell: ______________________________
			Work:___________________________________
Date of signature:  ___________________________________________


Dear Parent/Guardian
Please complete, sign, and return this form to the school on the next school day.
Student’s complete name ________________________________________________________________
Student’s complete address ______________________________________________________________
Student’s phone number _____________________________________	Date of Birth _______________
Student’s school ___________________________________________	Grade ____________________
	Rides bus # ______ in the morning		Rides bus # ______ in the afternoon
	______ Is not transported by bus.
Family physician ______________________________________ Physician’s office phone ___________
Routine medication student takes _________________________________________________________
____________________________________________________________________________________
Medication(s) student is allergic to ________________________________________________________
Student has a history of the following:  heart disease;  diabetes;  nervous disorder;  epilepsy;
 ear infection;   seizure;   asthma;   nose bleeds;   insect bite allergy;   allergies
 Other: __________________________________________________________________________
Please describe these conditions __________________________________________________________
____________________________________________________________________________________
Please list any other pertinent health information _____________________________________________
____________________________________________________________________________________
In case of emergency, accident, or serious illness of the above named child, I request the school to contact me. If I am unable to be reached, I authorize school/district personnel to obtain the emergency medical treatment necessary to maintain the student’s health.
Parent/guardian signature _______________________________________________________________
Relationship to student ______________________________________________
Home phone number __________________________	Work phone number ____________________
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