AMESBURY PUBLIC SCHOOLS         STUDENT HEALTH INFORMATION     GRADE_________
DIRECTIONS: Parent/Guardian please complete all areas (print), check appropriate boxes, sign and date.

	Student’s Legal Name: Last
	First:
	M.I.

	Student’s residence address:
	City:
	State:

	Does student live with parent  [   ] Yes  [   ]  No (If no, provide name/relationship of guardian)
	Student’s home phone:

	Sex: [  ] Male  [  ] Female
	Date of Birth: ____/_____/____
	Is child covered by:  ____Private health Insurance    _____Medicaid    _____No Insurance   

(Please contact school nurse for information about state sponsored health plans for uninsured children)


Siblings attending other Amesbury schools:

	Name/School:
	Name/School:
	Name/School:


Contact and Emergency Information

	Parent/Guardian Name (Please include address if different from student)
	Home Phone
	Work Phone
	Cell Phone
	Authorized Pick-Up
	Legal Custody

	Parent/Guardian #1:  Address (if different)
E-Mail address:
	
	
	
	Yes        No

[   ]         [   ]  
	Yes       No
[    ]       [   ]

	Parent/Guardian #2: Address (If different)

E-Mail address:
	
	
	
	Yes        No

[   ]         [   ]  
	Yes       No

[    ]       [   ]


If parent/guardian cannot be reached, please notify the person(s) below in case of an emergency.
	Emergency Contact (Name/Relationship)
	
	
	
	Yes        No

[   ]         [   ]  
	Yes       No

[    ]       [   ]

	Emergency Contact (Name/Relationship)
	
	
	
	Yes        No

[   ]         [   ]  
	Yes        No

[   ]         [   ]  


Medications needed during the school day must have a written physician’s order, written parent/guardian permission and must be supplied in the original container.

The following over the counter medications have been approved for use by our school physician: Tylenol, Ibuprofen, Bacitracin ointment, Caladryl lotion, Antacid tablets, Contact Solution and Benadryl.

I give the school nurse permission to administer the above medications after assessment. [   ] YES   [   ] NO

*IN THE EVENT OF A NUCLEAR EMERGENCY, MY CHILD MAY RECEIVE POTASSIUM IODIDE. [   ] YES  [   ] NO (see reverse)
Parent/Guardian Name (print):  ________________________  Signature/Date: ______________________________
[   ] Physician diagnosed allergies:


      [   ] Foods _________________________________________________


      [   ] Medicines ______________________________________________


      [   ] Bee/Insect ______________________________________________


Describe reaction ______________________________________________


Does child require life saving medications?   [   ] No   [   ] Yes


What is/are the medications? _____________________________________


If prescribed, please provide school nurse with an EpiPen.








List any medications taken on a regular basis:


----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------








Last physical exam? __________________________ _ (please provide copy)


Student’s Physician: _____________________________________________


Does your child:        [   ] drink city water        [   ] receive fluoride


Student Dentist/last exam: ________________________________________














Check all that apply:


[   ] Asthma	    [   ] Diabetes              [   ] Seizures


[   ] Physical disability (specify): ______________________________


Hearing Problems (specify):[   ] Left ear [   ] Right ear [   ] Hearing aid


Vision Problems (specify):  [   ] Wears glasses    [   ] Contacts


Illnesses/injuries since last school year? _______________________________________________________











