
North Cedar Student Health,lnformation Form zo

' LastName, __________ _ 
SmdentAdclress; _____________________________ _ 
Parent/Guardian Nam", Phone, ________________ _ 
Parent/Guardian Nam."-_____________ _,_honec_ ___ �-----'--------
Local emergency conti3-Ct inthe event neither parent/gu�rdian cannot be reached: 
Name, _______ _:_ ______ _,1==.-----,------Relation�bip ______ _
Name_ )'hone. , Relationshl 

·Primary Health Care Provider ________________ _
))entist Hqspital Preference, _______________ _ 
Type oflnsurance ....:..__..None · ___ Hawk-! __ , Private __:___Medicaid 

, List all meciication_s your child ls'taldng; 
, 

Athonie:: _____ ..:.._ ________________ ..:.._ ______ --:---
Atschool: ____________________ �------------
Please check one', !vry child does not have anyspe�ific health problems at this time OR,

___ , My child has the ibllow!ng health problems (ch'eck all that apply) 
__ Allergy (Please d�scribeJ-_____ ls EPlpen needed at school �Yes· __ No (Parent must supply) 
_Jsthrna • _ Inhaler is needed at school (Parent.must supply) __ Inhaler is NOT needed at school 
__ , Diabetes __ Si;izures , · ___ BleedingDisorder __ , ADD/ADHD 
_ Heart Condition __ Skin Conditlop • Bone/Muscle Condition ·-·-. Other ____ �--
Commenw:._· _________________________________ �-----

OTC Medica;.:tl::;o:,:;n�s:....,, _____ ,._, ___ -....,,.,_----,.--1-c:tJ;::;l;;;;g;;;i;:;;v;..e;;;.p
;;;.
e;.;.r:;;mc:,i

;:;;
ss::.,i;..o.::.:n::.;..o

;;;;
r;;;. .. e;..s;;;.c:h,;;.;;;.o;..o,.n

;;.
u;..r

;;;.
st,,;elcertified staff to administer to my child, as appropriate 

and per manufacturer's lnstructlon, the following OTC products �s checked. These preparations may 
be administered throughout the ,2018/19 school year without prior phone. call: , . 
D Acetamjnophen 500 mg 1 tab__2 tab·s__ D Ibuprofen 200mg ,1 tab_2 tabs __ 
D Children's Chewable Tylenol' So mg· Dose.___ □ Antacid/TUMS O Benadryl 25mg 
□Triple Antibiotic Ointment__ • o Hydro.cortisone 1% Ointment □Up Balm
□ AU Over The Counter• Medication Listed jV\ay be Giv'en, . 
DI NQ..I ive ermissiori to adniinister'the·fisted OTC medications. 

'l 'givethe emergency contact.perrnisslon to release my cbild !roni school for medica,l reason,lfr cannot be reached 
*I gtve permission to the ap�ropriate personnel of the North Cedar,CommunitySchoor District to secure and authorize
emergency medical care and treabnent for my child that iii their judgmentis necessary and in the best interest of my c�i!d
while under their .superviSi�n. [ also agree to assume and p� for the fees for the emergency medical treatment, • 
'l understand that 1,y checking that I give permission to administer OTC m�dicalions, that! giVe permission to designated 
school personnel to give piedication 'to iey student durlnip:he school day and I further agree. to hold the North Cedar 
Comrriunity School District and employee(s) who Is [are) administering the medi.calion hannless in any .or all claims arising, 
from f..'he administration o{this medication at! school. 

'l understand that if my itndent comes '° the health office multiple times with the same complaint, that'! may be uotifiea for 
,referral for further evalµation 'and/or to bring personal O'.!'C medication to health office for administration. 
'I verify that the information on this form ls correct and understand that it is my responsibility to notify the school whenever 
tl1ere is a change in my child'�, health status or care, l understand that this i\)'.fo1matiou ls confidential but th� information with 
be shared with other school"personnel as needed. 
*The school d):strictm.ay offer vision, hearing and/or dental St:reenings. Students are a.utomatically Screened unless the parent
submits a signed note excusirgth.e student-from the screening(s) attlie beginning of the sch□�! year. 

farent/Guanlian Signatnrn, _________ �--�-----------D ate.:_------'--




