STUDENT HEALTH CLINIC INFORMATION

Teacher:
Room Number:
MAD RIVER LOCAL SCHOOLS Grade:

Birthdate:

Student’s Last Name First Name Parents Names

Work Phone Numbers

Home Phone Number:

Authorized Pick up ( Name and Phone Number)
1.

2.

Medical Conditions (such as asthma, epilepsy, heart conditions etc.):

Allergies ('such as bee stings, food, etc):

Taking Medication (what kind):

I understand that medical information will be shared with staff as necessary for my child’s health and safety.

Parent Signature

Date

(Form below for use in clinic only)

Staff Signature Title Initials Staff Signature Title Initials
*Care given by staff named above
Time N Parent
Date | In/Out | Initial Reason for clinic visit Care given Notified
STUDENT’S LAST NAME

(Please print in LARGE letters)




STUDENT NAME:

Date

Time
In/
Out

Initial

Reason for Visit

Care Given

Parent
Notified




