CRYSTAL CITY HIGH SCHOOL HEALTH FORM

[bookmark: _GoBack]School Nurse  (636) 937-2005 x2035    Fax (636) 937-2512

Please complete this health form and return to the office.  This information is extremely important, especially in the case of an emergency.  Please feel free to contact me at any time I can be of assistance to you.  Thank you for your cooperation.



_________________________________________			__________
Student Name								Grade


Health Concern/Problems _________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Medications:  ___________________________________________________________________________


Allergies (to medications or other) __________________________________________________________


Does your child wear glasses? __________  or contacts? __________


Is your child covered by health insurance? __________		Medicaid? __________



__________________________________________	_____________________________________
Physician’s Name & Phone Number					Dentist’s Name & Phone Number



My child has permission to be transported to and treated at an area hospital at parent’s expense in the event of an emergency.  I understand the choice of hospital is at the discretion of the emergency personnel.



Yes __________		No __________	Indicate hospital _________________________________


My child has permission to receive Tylenol or antacid from the school nurse or other approved staff.



Yes __________		No __________




_____________________________________			_________________________
Parent Signature								Date
