HEALTH INFORMATION
TO BE COMPLETED BY PARENT OR GUARDIAN EACH SCHOOL YEAR

School Year Grade Teacher Name

Home Phone Father Work Phone Mother Work Phone .

y -

My child has a medical condition that may affect his or her school day [ ] NO.[] YES (please complete Part 2) .

Parent or Guardian Name (Print or Type)

Alleigy Type

D Food LlSt fond(s) e —

DMedlcatfon Llsf hadICIHB(s) - J s

[] Bee sting

DOther(hs'I:) o T A T

Reactions -~ -Type - [J Mid- - - -~ [] Seyere- Da‘fe Df last severs reactlon e s TrELus
[] Coughing r_;f-HiVES . i DanSh&' SPAEE Ty TerEAURT glakel 8 Relncten vt ape il b v o

O Difficulty breathing - -~ [] Local swelling:

Currently prescribed medications and treaiments“%::—-ff—-'- Sz E i v, B
[] Oral antihistamine (Benadryl, etc.). El Epmephrme : 7
[] Dis'to Gastrointestinal (Di‘g;esnve)__gm_tre_ss

- [5} Wheezing

ListFoods

[] Due to ReIigious preferénces

Triggers ]:] Exercise [] Environmental ] Other (list)

Symptoms

[] Chest tightness, discomfort, orpain [} Difficulty breathing [] Throat itch, tighiness, or soreness
[[] Coughing [] Hoarseness [] Wheezing

[] Other

Currently prescribed medications and treaiments

[] Inhalers [] Oral antihistamines [] Oral steroids

[] Nebulizer [] Oral bronchodilator [] Peak flow monitoring

Daie of last hospitalization related to asthma

CONTINUE ON REVERSE



Current!y prescnbed medications and treatments

O nsulin [] Syringe E] Pen O Pump
[] Blood sugar testing H| Carbohydraie Counting
[] Glucagon

[] Oral medication(s) List medication(s)

Date of last hospitalization related to Diabstes

Is special scheduling of lunch or Physical Education required? [ ] NO [1YES

e

Typé of seizure

[] Absence (staring, unresponsive) [ ] Complex partial [ ] Generalized tonic-clonic (grand mal, convulsive)
[J Other (explain)
Physu:al education restrictions - [JNO[JYES

Vedications needed /N SCHOOL []NO [JYES List medication(s)

Date of last saizure Length of seizure
Currently prescnbed medications o

- S = ==
D Can::er [] Heart condmnn (be specific)

[] Hemophilia [ ] Sickle cell anemia  [] Physical diszbility (be specific)
[ Gastrointestinal Condition {be speciic)

Other (explain)

Medication nesded IN SCHOOL [] NO [] YES List medicztion(s)

special procedures (e.g. catheterization, cardiac monitor, etc.) required IN SCHOOL [ JNO []YES
(explain)

[] Contacts N Glassas [] Non Corractable J Heanng aids) [ Non Correctable
[ Other ] Other

Does your child's haalth condition restrict participation in Physical Education? [ NO E]YES




PARENIAL AUTHORIZATION TO ADMINISTER MEDICINE

[am the parent with legal custody or the legal guardian of

a student attending Pioneer Jr. - Sr. High School. This student requires medication at intervals
during the school day.

[ hereby give my consent and authorize the school nurse, the school principal or school

personnel of the Pioneer — Pleasant Vale School to;

Administer , anon-prescription medication when needed,
(Tylenol, Ibuprofen, etc)

Administer , a filled prescription medication which I am
hereby supplying you, in accordance with the directions for the administration of the
medicine listed on the Iabel of the vial.

Administer , & filled prescription medication
which | am hereby supplying you, in accordance with the written instructions of the
physician prescribing the medicine, which is attached hereto.

| understand that under state law the Board of Education, the Pioneer-Pleasant Vale
School District, or employees of the Pioneer-Pleasant Vale School District shall not be
lfable to the student or the student’s parent or guardian for civil damages for any personal
injuries to the student which result from acts or omissions of school employees in

administering the medicine I have hereby authorized.

Dated this day of

(Parent with Legal Custody or Guardian)

(Address)

WITNESS:




