WEST SABINE ISD
2020-2021 Student Emergency Care and Health Form

_____________________________________________            ____________/___________/_________________
Last Name             First                Middle                 Age          Birthday    Grade Level
_______________________________________________________________________________________________
Mailing Address                                                 City				Zip Code 
Mother/Guardian: __________________       		Father/Guardian: _______________________
[bookmark: _GoBack]Home #:  _____________________________	      		Home #:__________________________________
Cell Phone: __________________________        		Cell Phone: _______________________________
Work Phone: ________________________        		Work Phone: _____________________________
Student Lives With: _________________        		Relationship: ________________________

Please complete any/all sections that apply to your child. 

Allergies: 
If your child has any allergies that require medication in response to an allergic reaction you MUST provide the school nurse with an Allergy Action Plan signed by a licensed physician that includes any diet modifications, any other modifications necessary, and documentation regarding the type of allergy. PARENTS MUST SUPPLY ALL MEDICATIONS AND GIVE DIRECTLY TO THE NURSE. 
Food Allergies (list foods):  _________________________________________________________________________________________________
Insect sting Allergies (list insects): __________________________________________________________________________________________________
Medication Allergies (list medications): __________________________________________________________________________________________________
Other Allergies (list): __________________________________________________________________________________________________

Please circle any/all allergic reactions:  
cough					difficulty breathing 
hives					nausea 
rash					generalized swelling
local swelling			generalized swelling
wheezing 				life threatening/anaphylaxis 
Other (please describe): __________________________________________________________
 



ASTHMA 
If your child has a diagnosis of Asthma you MUST provide the school nurse with an Asthma Action Plan signed by a licensed physician. PARENTS MUST SUPPLY ALL SUPPLIES AND/OR MEDICATIONS AND GIVE DIRECTLY TO THE NURSE. 

Please circle which one applies to your child:
Occasional Attack?  YES or NO   
Severe Asthma?  YES or NO 
Exercise Induced Asthma?  YES or NO

Currently prescribed medications or treatments (such as inhalers or nebulizers) needed at school for asthma:
________________________________________________________________________________________________________

Please Circle YES or NO and explain if applicable to your student:
DIABETES – YES or NO   IF YES, SEE SCHOOL NURSE- SCHOOL CARE PLAN FROM PHYSICIAN IS REQUIRED ________________________________________________________________________________________________________
SEIZURE DISORDER - YES or NO    IF YES, SEE SCHOOL NURSE-SCHOOL CARE PLAN FROM PHYSICIAN IS REQUIRED  _______________________________________________________________________________________________________
 OTHER HEALTH CONDITIONS - YES or NO   IF YES,PLEASE EXPLAIN BELOW & SEE SCHOOL NURSE.  A SCHOOL CARE PLAN MAY BE REQUIRED. ________________________________________________________________________________________________________________________________________________________________________________________________________________
Does your child take any routine medication(s)? YES or  No ________________________________________________________________________________________________________________________________________________________________________________________________________________
Will your child be taking any routine medication(s) at school?   YES or NO   
IF YES EXPLAIN BELOW & SEE SCHOOL NURSE ________________________________________________________________________________________________________________________________________________________________________________________________________________
[bookmark: _gjdgxs]Will your child require special routines/procedures at school- YES or NO  IF YES, EXPLAIN BELOW & SEE SCHOOL NURSE CARE PLAN & PROCEDURE PLAN REQUIRED) ________________________________________________________________________________________________________________________________________________________________________________________________________________      



West Sabine ISD DOES NOT provide over the counter medication(s) for students.  These include but are not limited to medications such as Benadryl, Ibuprofen, Tylenol, creams, cough drops, etc. If you want your child to receive medication(s) during the school day or during school activities, you must bring them to the nurse’s clinic in the original container as labeled along with the medication consent form. Any/all prescription medication(s) must also be brought to the nurse’s clinic by the parent in the original prescription bottle, correctly labeled, and the medication consent form completed.  Any medications that expire or that are not picked up from the school clinic by the parent when school is released for the summer will be properly disposed of by the school nurse and witness.

Any/all of the above information must be provided to the student(s) campus nurse in order to ensure that the student(s) health and safety needs are met as required. This information will only be provided to teachers, coaches, and staff that are directly involved with the student. The staff members will ensure that  student information remains confidential at all times. 

By signing below the parent/guardian agrees that the above information is accurate, agrees to provide information as needed for the child(ren) medical care, and also authorizes West Sabine ISD, any/all administrators, or designee to use judgment in securing the immediate care needed, including emergency medical services and/or transportation in the event of an emergency situation. As the parent/guardian you accept full responsibility for all charges incurred for these services. 

Parent/Guardian ___________________________________________Date____________________________ 

