 2016-2017 South Nodaway R-IV Health Inventory & Permission Form

Student Full Name ​​​​​​​​​​​​​​​​​​​​​____________________________________________________

Grade ___________

Mailing Address ______________________________________________________   Date of Birth ______/______/______ 
Physical Address _______________________________________________________

City/State/Zip ________________________________________     Student Primary Vehicle License # _______________________
Phone - Home # _____________________________________ 
Student Cell #_______________________________ 
*Mother/Guardian _____________________________________
Employer _________________________________________

Mailing Address if Different from Student _________________________________________________________________________

Phone - Home # ________________________ Cell # ____________________________ Work # __________________________
Work Days and Hours - ______________________________________________________________________________________

Parent/Guardian’s Email Address __________________________________________________________________________

*Father/Guardian _____________________________________
Employer _________________________________________

Mailing Address if Different from Student _________________________________________________________________________

Phone - Home # ________________________ Cell # ____________________________ Work # __________________________
Work Days and Hours - ______________________________________________________________________________________

Parent/Guardian’s Email Address __________________________________________________________________________

If divorced, who has legal custody? ___________________________________________________________________

Where will your child go if school gets out early? ______________________________________________________________

*Emergency Contact:
If a parent cannot be contacted in case of emergency, please contact the following person: __________________________________

_______________________________ City _____________________________________ Phone # ______________________

Cell # ______________________ Relation to child/family – (grandparent, friend, neighbor) _________________________________
*May this person(s) receive information about student:  Yes or No (Circle)                                                                                                               *May this person(s) pick student up from school/activities:  Yes or No (Circle)
In the event that your child has an accident or becomes ill at school, please list the physician to be called. All reasonable effort will be made to contact you first!

Physician – 1st Choice ___________________________________
Phone # _______________________________


2nd Choice ___________________________________
Phone # _______________________________

Preferred Hospital _______________________________________
Phone # _______________________________

Dentist ________________________________________________
Phone # _______________________________

Last Dental Check-up _____/_____/_____
Last Physical ____/_____/_____

**If your child has received any immunizations in the last year, please send a new record to the school. They can also be faxed to 652-3411 or 652-3711.
List any allergies, medical conditions, etc. your child has. _____________________________________________________
______________________________________________________________________________________________________
List any medications and dosage your child currently takes.

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Please list other chronic/recent illness, injury, operation or health problem, which might affect his/her performance at, school.  __________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

We have the following medications available at school to treat minor illness/injuries. If you prefer your child not to receive any of these or he/she has an allergy, please indicate in spaces below. We must have a parent/guardian signature below before we can give any medication. Instructions for dosages were received from a Certified Family Nurse Practitioner (CFNP).

*Generic versions may be used.

*Aloe Vera Gel 
*Anbesol/Orajel 
*Benadryl (mild allergic reactions) 
*Caladryl/Calamine Lotion 
*Campho-Phenique  
*Cough Drops 

*Epipen (severe allergic reactions) 
*Eye Wash/Artificial Tears 
*Hydrocortisone 1% Cream  

*Ibuprofen 

*Midol 
*Pepto Bismol

*Peroxide

*Similasan Ear Drops
*Solarcaine Spray
*Syrup of Ipecac
*Triple Antibiotic Ointment
*Tums
*Tylenol

*Tylenol Cold/Sinus
*Vaseline

We now allow students to bring in their own over-the-counter medicines. If your student brings in medicine, it must be in the original package/bottle and brought to the school nurse immediately to be kept locked up. 
Authorization is given to South Nodaway R-IV Personnel to consent to medical treatment for my child ______________ ___________________________________ if we the parents/guardians are not available at the time of injury/illness. If our private physician or a consulting physician of his/her choice recommends admission to the hospital, we authorize admission to any hospital for our child at the time of an injury/illness in our absence. We, the parents/guardians, will be responsible for the charges for any medical treatment or hospitalization rendered by reason on this authorization.

Insurance Company & Policy # ______________________________________________________________________


This must be signed in the presence of a notary public.

Legal Signature of Parent/Guardian –
Signature ________________________________________________

Subscribed and sworn to before me this _____________ day of ______________________ 201__.
_________________________________________

Notary Public
One of these forms must be filled out for each child you have in school/preschool. If you would like to discuss your child’s health concerns with the school nurse, please call 652-3715 or 652-3718 for the elementary or 652-3727 for the high school during school hours.
**Please make sure information on both parents is filled out as complete as possible**





I give permission for my son/daughter to attend any South Nodaway R-IV field trip during school hours for the 2015-16 school year. Student handbook policies will be followed during all field trips.
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