Teacher:___________________________________                                                                                                                            Grade: ________

HEALTH QUESTIONNAIRE & EMERGENCY FORM

PUPIL PERSONNEL SERVICES - LANCASTER CENTRAL SCHOOLS


     ** PLEASE RETURN TO THE SCHOOL NURSE **
date:


STUDENT NAME:
MALE:
FEMALE:


                                          Last                                                                                  First                                                                                     Middle

ADDRESS:
CITY:
ZIP:    

HOME PHONE:
BIRTH DATE & PLACE:


MOTHER’S NAME:
FATHER’S NAME:


PLACE OF BUSINESS:
PLACE OF BUSINESS:


HOURS & WORK PHONE:
HOURS & WORK PHONE:

CELL PHONE:
CELL PHONE:


** Please indicate order in which you would like contact to be made***
If parents are not available, in case of emergency call:

1. NAME:
RELATIONSHIP:


ADDRESS:
PHONE:


2. NAME:
RELATIONSHIP:


ADDRESS:
PHONE:


3 . NAME:
RELATIONSHIP:


ADDRESS:
PHONE:

If parents are separated or divorced, who has custody?

CUSTODIAL PARENT/GUARDIAN:


ADDRESS:
PHONE:


HEALTH HISTORY

Does your child have a medical condition that will require supervision and/or that will restrict their activity?   If yes, please explain:


           


  Please note if any of the following conditions pertain to your child:

  ANEMIA
PNEUMONIA

KIDNEY CONDITIONS


  ASTHMA/REACTIVE AIRWAY
NEUROLOGICAL CONDITION
MONONUCLEOSIS



  RHEUMATIC FEVER
TUBERCULOSIS
MIGRAINE/HEADACHES


  CHRONIC RESPIRATORY PROBLEMS
SEIZURE DISORDER
HEART DISEASE



  DIABETES
SURGERIES



  EAR CONDITIONS
INJURIES/FRACTURES



  DETAILS:
 ALLERGIES:
 REGULAR MEDICATIONS: (LIST ONLY)


Name of Pediatrician:
Phone:


I understand that this information may be shared with personnel involved with my child.:



(Parent’s signature))
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