. Norti Cedar Stuilent Health Information Form 20

| Last Name il FirstNeme_ - . DOB__ Grads . |
Student Address, : ; '
Parent/Guardian Name =+~ . " Phone
Parent/Guardian Name_ . : _Fhone
Local emergency contact in the event neither parent/guardian cannot be reached:
Name ) Phone Relatiﬂ ﬂf)hfp
Name___ 2 o Phone, ‘ Relationship._.. —

FPhone No

‘Primary Health Care Provider _
Dentist : Hospital Pyeference

Type of Insurance __None Hawk-f ___ Private _. Medicaid
‘List all medications your child is taldng; .
Athotme:
At school:
Please checkone. My child does not have any spemﬁc health problems at this time OR"
— My child has the following health problems {check all that apply)
Allergy (Please describe)__ Is EPIpen needed at school ___ No (Parent must supply)
—__Asthma - Inhaler is needed at school (Parent must supply] Inhaler is NOT needed at school
___Diabates ____ _Seifzures ____ Bleeding Disorder ' ADD/ADHD
— Heart Condltmn ____Skin Conditio_n \ Bone/Muscle Condition '_«__ Other :

Cnmmerm

Administration of Over-the-Counter (UTC) Medications

01 give permission for ﬂz&scbnu_mmtc&mﬂed_staﬁ to admmlster to my chlld as appropriate
and per manufacturer’s instruetion, the following OTC products as checked. These preparatiorns may
be administered throughout the- 2018/19 school year without prior phone call:

O Acetaminophen 500 mg 1 tab____ 2 tabs_ O ibuprofen 200mg 1 tab 2 tabs
[ Children's Chewable Tylenof 80 mg mg Dose O Antacid/TUMS O Benadryl 25mg
OTriple Antibiotic Ointment ____ 01 Hydrocortisone 1% Ofntment - O.Lip Balm
0 All over The Counter Medication Listed May be Given .
L0 1 DO NOT give permission to administer the listed OTC medications.

*I give the emtergency contact permission to release my child fromi school for medical reasons if T eannot be reached i

¥] give permission to the appropriate personnet of the North Cedar Community School District fo secure and authorize
emergency medical care and treatment for my child that i’ their judgmentis necessary and in the best interest of my child
while uder their supervision. {also agree to assume and pay for the fees for the emergency medical treatment, =

*l understand that by checking that I give permission to administer OTC medications, that I give permission to designated
school personnel to give medicationto my student during the school day and ! further agree. to hold the North Cedar
Community School District and employee(s) who is (are) admlmstermg the medication harmless in any or all claims arlsing.
from the administration of this medication at school.

# understand that if my student comes i tha health office multiple times with the same complamt, that I may be notified for
referral for forther evalpation and/or to bring personal OTC medication to health office for administration.

*] verify that the infermation on this form is correct and understand that it is my respousibility to notify the school whenever
there is a change in my child’s health status or care, [ understand that this information is confidential but the information with
be shared with other school personnel as needed.

*The school district may offer vision, hearing and/ or dental screenings. Students are automatically screenad unless the parenl.
submits asigned nowe excusing the student from the scieening(s) at the heginning of the sch oul yean

| Parént/Guardian Signature | , : ' Dates o,






