Platte County R-3 School District 2008-2009
CONFIDENTIAL EMERGENCY HEALTH INFORMATION

Please print and complete each section and return to the School Nurse

Name: Birth date: Gender: M/F
Last First MI (circle)
School: Grade: Teacher:
Parent/: Phone: (H) (W) ©)
Guardian
Emergency Contact: Phone: (H) (W) ©
Physician Name: Phone: Date of last visit:
(if none, list “NONE”)
Dentist Name: Phone: Date of last visit:

(if none, list “NONE”)

ALERT: If your child has a serious medical condition, it is vital that you discuss this with your School Nurse and
teacher(s) immediately. 1t is very important to know of LIFE THREATENING conditions (ex: asthma, diabetes,
nut/insect allergies).

A. Medical History — Check all that apply to your child and provide an explanation under the Comment Section.

ADD/ADHD Headaches Vision Problems
Anxiety/Panic attack Hearing Problem Other:
Asthma Heart Condition (explain)
Bee sting allergy Kidney/urinary
Bowel problem problems No Medical Concerns at this time
Cerebral Palsy Muscle Disorder
Color Blindness Neurological Concern **Please complete other side only if your
Diabetes Orthopedic Problem child has Asthma
Emotional Concerns Seizures
Comments:

B. Allergies (include Medical and/or Food allergies)

Cause of allergy: Treatment:
Cause of allergy: Treatment:
Cause of allergy: Treatment:

See http://plattecountyschooldistrict.com/pa health.htm for information regarding EpiPen

My child has permission to receive injection of EpiPen in case of extreme emergency or allergic reaction. Yes No
I will provide an EpiPen for my child to keep in the health room. Yes No

Has your child ever used an EpiPen? Yes No

C. Medications - I give permission for the Nurse or school designee to give my child:

Tylenol or generic equivalent Yes No Please indicate any medications your child
Advil (Motrin) or generic equivalent Yes No takes at home:

Tums or generic equivalent Yes No

Parent/Guardian Signature: Date:

Reviewed by Nurse: Date:

The Health Services Department of the Platte County R3 School District works under contract with the State
of Missouri Department of Health and Senior Services. Part of this contract requires us to report to the state
the number of students who have medical insurance. This information is for statistical purposes and will not
be connected to your child.

Insurance Carrier: Medicaid/MC+:

(Over)


http://plattecountyschooldistrict.com/pa_health.htm

Asthma History
Please answer each question only if your child has been diagnosed with Asthma

1. Has your child been diagnosed with Asthma By a Physician?
Yes No

2. What year was your child first diagnosed with Asthma?

3. Has your child ever been hospitalized for Asthma?
Yes No

4. Has your child ever been to the Emergency Room for Asthma?
Yes No When?

5. Does your child have an Asthma Action Plan written by a Physician or Nurse Practitioner?
Yes* No

*Please provide a copy of your child’s Asthma Action Plan to your child’s School Nurse.

6. Do you use the Asthma Action Plan provided to you?
Yes No

7. Does your child check his/her Peak — Flow levels?
Yes No

Please list ALL medications your child takes for Asthma:

Daily Maintenance Maintenance Inhaler Rescue (fast-acting) inhaler

Will your child have an inhaler at school?
Yes** No

**]f your child will have an inhaler at school, you must complete the medication administration section of this form.

If your child is to carry the inhaler with them, a separate Self-Administration form must be completed and on file in
the health room. ALL inhalers must be accompanied by a prescription label. NO EXCEPTIONS!!

Medication Administration:

I request a nurse or designated school staff member to give:

(Student Name)
Name of Medication: Prescription Number:
Date of Prescription: Dosage: (number of puffs)
Route: Inhalation Time of Administration:
Beginning Date: Ending Date:
Parent/Guardian Signature: Date: Phone:

Parents/Guardians must bring all medication to school and must pick it up. No medication will be sent home with
a child!



