*MUST be returned by the first day of school*

EMERGENCY MEDICAL AUTHORIZATION

School Student Name
Address
Tel
Residential Parent or Guardian
Mother living with family? (J Yes (J No Father living with family? (J Yes [J No
Mother Daytime Tel
Father Daytime Tel
Other Name Daytime Tel
Relative or Childcare Provider Tel
Address Relationship

PURPOSE - To enablc parents to authorize the emergency treatment for children who become ill or injured while under school authority when parents cannot be

reached.

PART i OR PART [l MUST BE COMPLETED

PART | (TO GRANT CONSENT)

[ hereby give consent for the following medical care providers and local hospital to be called:

Doctor Tel
Dentist Tel
Medical Specialist Tel
Local Hospital Tel
(tel #) or (other parent) at

In the event reasonable attempts to contact me at
(tel #) have been unsuccessful, [ hereby give my consent for: (1) the administration of any treatment deemed

necessary by Dr. (preferred doctor) or Dr. (preferred dentist), or in the

event the designated preferred practitioner is not available, by another licensed physician or dentist; and (2) the transfer of the child to
(preferred hospital) or any hospital reasonably accessible.

This authorization does not cover major surgery unless the medical opinions of 2 other licensed physicians or dentists, concurring in
the necessity for such surgery, are obtained before the surgery is performed.

Facts concerning the child’s medical history including allergies, medications being taken, and any physical impairments to which a

physician should be alerted:

Date Signature of Parent Address

DO NOT COMPLETE PART 1§ IF YOU HAVE COMPLETED PART 1
PART 1l (REFUSAL OF CONSENT)

[ DO NOTGIVE MY CONSENT for emergency medical treatment of my child. In the event of illness or injury requiring emergency

treatment, | wish the school authorities to take no action or to:

Date Signature of Parent Address
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Health History

| Student’s name Sex

L O male [ Female

Date of birth

/

Family Health History Please list allergies, heart problems, diabetes, cancer or other serious health conditions.

Father

| Mother

Brothers and Sisters

Birth and Developmentai History [J No unusual birth or developmental history

Did the mother have any unusual physical or emotional iliness during this pregnancy? Clves [ No
Was infant born full term? [ ves [ No Did the infant have any sickness or problems? [(Jves [JNo
Bricfly explain iliness or oroblems
;
‘\
!IHow does the child’s development compare to other children, such as his or her brothers/sisters or playmates?
E I About the same U] Delayed 1 Advanced
student Health Conditions
{1 vEs,my child receives regular medical/health care for the following conditions: U] MO medical conditions
U] Allergies U] Diabetes 1 seizure disorder
U Asthma [J Depression L] sickle cell anemia
(1 ADD/ADHD U] Ear problem/hearing difficulty U1 skin conditions
] Autism (] Emotional concerns {1 Speech problems
i (1 Behavior concerns (] Headaches U] Traumatic brain injury
(] Birth/congenital malformations [ Heart problems (] vision problems (glasses, contacts)
. ] Bone/muscle/joint probiems ] Hemophilia L] other
(] Biood problems U] Juvenile arthritis L] Other
! [ Bowel/bladder problems [J Lead poisoning U other
+ [ cancer {1 Migraines ] other
; L] Cystic fibrosis L] Neuromuscular disorder [l Other

|
I Piease explain any conditions above or any reasons for hospitalizations

|

|
{
|

i
{
I Please indicate anv ailergles your child may have

: Allergy type Reaction

School restrictions or recommended actions

S [ RS I

i 1 Food

i
!

e B

| LJ Bee/lnsect
|

.

|

j

]

i

T} Medication

—

1

| Other |

HEA 4240 8/06
Schoot Entry Forms
Page 2 - 9/15/2006
Proprictary intormation of PST Affiliates, inc. May not be copied without consent



