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[bookmark: _GoBack]Student Name: _________________________________________   Birthdate: ______________ Grade: _________
                                        Last name                                 First Name 
Mother/Guardian’s Name: ______________________________	Phone: _____________________________
								Email: ______________________________
Father/Guardian’s Name: _______________________________	Phone: _____________________________
								Email: ______________________________
My child has the following medical concern(s)- (Please check all that apply):
· NONE
· Allergies (specify): ___________________________________________ Reaction: ___________________
· Emergency medication required? YES/ NO ________________________________________________
· ADD/ADHD
· Asthma	    Triggers____________________________ Current:________ In the Past: _____ (year) _______
· Required to carry inhaler: YES/ NO _____________________________________________________
· Bleeding disorder (specify): ________________________________________________________________
· Cardiac condition (specify):________________________________________________________________
· Diabetes          Type 1_________  Type 2__________    Insulin/pump: ______________________________
· Food or dietary Restrictions: _______________________________________________________________
· Eating disorder (specify): __________________________________________________________________
· Psychological/ Emotional Issue:_____________________________________________________________
· Seizures (explain type): ___________________________________________________________________
· Tourette syndrome
· Urinary/Bladder Problems: ________________________________________________________________
· Intestinal/ Bowel Problems: _______________________________________________________________
· Eczema or other skin problems: ____________________________________________________________
· Surgery (specify type and date):____________________________________________________________
· History of Hospitalizations (reason and date): _________________________________________________
· Concussions/ Severe head Injury____________________________________________________________
· Frequent ear infections: YES/ NO__________________  Hearing loss or surgery: YES/ NO______________
· Vision Problems: YES/ NO ________________________ Wears glasses/contacts: YES/ NO_____________
· Restrictions of physical activity: ____________________________________________________________
                                                                                              A doctor’s note is required for any restrictions. 
· Any other health problems/issues (specify): __________________________________________________

· My child is taking medication at home (prescription, over the counter, daily, as needed):  ______________________________________________________________________________________
· Mild child will need medication during school hours (ex: inhaler, EpiPen, Other):
______________________________________________________________________________________If any changes occur or a new condition is diagnosed during the school year, I, the parent/guardian, will notify the school nurse of the new status by providing a new student health concern form. 

Insurance Provider and ID#: ______________________________________________________________________
Healthcare Provider (name & phone number): _______________________________________________________
Preferred Hospital ______________________________________________________________________________
Dear Parents or Guardian:

	Dr. Totlani, our school physician, has signed standing orders which allow students to receive over-the-counter medications (generic brand) at school as needed. The school nurse may administer any of the following medication that are stocked in the health room at AACMS and that you feel are appropriate to be given to your child during school hours. The medications that have been chosen are for minor illnesses, such as headache, sore throat, stomach ache, menstrual cramps, toothache, etc.  
Medications are administered by the school nurse at her discretion after a thorough assessment, but ONLY WITH PARENT PERMISSION. 

	Since reaching parents by telephone is often very difficult, we are asking you that you indicate your wishes by signing this form and returning it to school. Please look over the list and check the appropriate response beside each medication that you feel is safe and appropriate for your child to receive at school. Your decision will remain effective for the current year. A new form must be completed every school year. 

Please also see the reverse side of this form, where you can update your child’s health concerns so that the school nurse has up-to-date information on your child’s medical concerns. Please also update the school nurse throughout the year with any new information or changes. 

Thank you. 	

Please check the appropriate response.

___You may provide my child with acetaminophen (Headaches, menstrual cramps etc.)
	___One (325mg adult strength) ___ Two (325 mg adult strength)
___You MAY NOT provide my child with acetaminophen.
___You may provide my child with ibuprofen (Headaches, menstrual cramps & toothaches)
	___One (200 mg adult strength) ___Two (200 mg adult strength)
___You MAY NOT provide my child with ibuprofen.
___ You may provide my child with Tums (1 or 2- 750 mg tabs) for stomach ache/indigestion
___ You may give my child 1 cough drop every 2-3 hours or as needed for cough/sore throat
___ You may provide my child with Icy Hot topical cream for muscle aches

If it appears that a pupil is forming a pattern of repeated and /or frequent requests for the above medications, the parents/guardians will be informed.

_______________________________________          _________________________________________        
Name of Pupil                                                                       Signature of Parent/Guardian

Parent/ Guardian Signature	Print Name	Date

SEE REVERSE SIDE
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