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                    2023-2024   --   Student’s Full Legal Name: ______________________________________
                   
                                **1 form (front & back) per child:        Birth date:  ______________________ Grade: ______________   
	
	Student’s Home Address:                           

Home Phone:       

Student’s Cell #:        
	
Student lives with: _____________________________
____________________________________________


	 Mother/Caregiver: ~ PRINT NAME~:

Address:


Home Phone:
	
Cell #:

Place of Work


Work #:


	Father/Caregiver: ~ PRINT NAME~:

Address: 

Home Phone:
	
Cell #:

Place of Work:

Work #:


	Health Care Provider:    
                                                    Phone:
----------------------------------------------------------------------------
Dentist:                                     Phone:
----------------------------------------------------------------------------
Eye Dr:                                      Phone:
	
Student has Health Insurance coverage: (Private/Employer provided/Medicaid/Etc.)      

         _______ Yes                         _______ No   




	LIST 3 PEOPLE THAT THE SCHOOL MAY CONTACT & THAT MAY ALSO PICK CHILD UP IF THE ABOVE PARENTS/CAREGIVERS CANNOT BE REACHED:
Name:                                                           Relation to Student:                 Phone Numbers:

	  

	
	  Home: 
                                                          Work:
  Cell:                                             

	

	
	Home:
                                                        Work:
Cell:

	
	
	Home:
                                                        Work:
Cell:



Medication: Prescription: Must be brought to Office by parent/adult and be in the pharmacy bottle/container with current         (not old bottle) student-specific prescribing information & have completed “Authorization for Medication Form” (available in Office).
Over the Counter (OTC): If you want child to be given: Must be in original, unopened package, brought by a parent/adult to the Office with this or separate signed request. Doses will not exceed label directions. Only those FDA approved can be given. Unused medication will not be sent home with students. Parents pick them up by the end of school year; after that time, they will be disposed of properly.          School has permission to give these OTC medications (that I will provide) to my child: _____________________________________________________________________________________________       
*Very important: ~ ~ ~ “Child has previously taken the above medication(s), & has had no adverse effects.” ~ ~ ~
*Unless I let the nurse know, in writing otherwise, vital health information may be shared with school staff with a       legitimate educational interest to assist with this child’s Education/Health/Safety.                                                             *I know it is vital that school can contact me. I will let the nurse know of any changes (especially Phone Numbers).       *If needed, the school may pursue emergency medical care if unable to reach the above contacts and me.                  *Routine school health screenings will be conducted unless I give nurse written notice that I don’t want child screened.
*Students cannot possess/self-administer any medications except for emergency prescribed use with paperwork on file.        
*I understand and acknowledge the above Guidelines.

Parent/Caregiver Signature/Date: __________________________________________________________
	
Students Name: _____________________________________________________________________
Immunization Requirements:                                                                                                                                                     **New Students: Immunizations must comply with Missouri Law. (Or an original Exemption Card provided to school),   and an up to date copy of the Immunization Record provided to the school BEFORE child can attend school.

Returning Students: List Immunization(s) that the school may not have on record the date(s) and facility received:

	
Please X correct box below and explain as needed.
□ Student has no known health condition.  
□ Student has health condition(s) described below: (Provide information about condition(s) and any prescribed treatment that the school needs to help keep child safe and his/her health needs met while at school. ALSO please bring any medications that child may need to school.        
 
 _________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________

Date(s) student last received Medical Care for condition(s) listed: ____________________________________________________________

__________________________________________________________________________________________________________________________________

 

	

	Please list students’ medications 
	At Home:                                                 Takes for:

_____________________________________________________

_____________________________________________________

_____________________________________________________
	
At School:                                            Takes for:

__________________________________________________

__________________________________________________

__________________________________________________



 Child has prescription vision correcting lenses:    _______ None           _______ Contacts              ______ Glasses                                                                              If so, when is he/she supposed to wear them:          _______ Constantly  _______ For close work    ______ Distance

 Approximate date of last eye exam: ________________       Does child have a problem with one eye turning inward.   NO    /   YES

 Family History of Eye problem requiring correction? NO /YES → Diagnosis/Relation to child? ______________________________
 
Any major changes/events in child’s life that have occurred in the past year?       ______ No      
 ______ Yes → ________________________________________________________________________________________

Can child participate fully in school activities including PE/Sports? _____ Yes                                                                          ______ No→   _________________________________________________________________________________________

(Students in PE class: A note from the Health Care Provider required if student is unable to participate in P.E.)



I understand that if my child has a new health condition or health changes occur during              the school year, it is my responsibility to let Nurse Angela know the updated information.                                        

Parent Signature/ Date: _________________________________________________________

