Health Office Information

Family Last Name:
PRINT

e  Student First Name:

e  Student First Name:

e  Student First Name:

e  Student First Name:

GR: Teacher:
GR: Teacher:
GR: Teacher:
GR: Teacher:

Please list who to contact and their relationship with student in the event of an illness and or medical emergency, beginning

with PARENTS, in order of preference:

Can Child be
Released to
Contact(s)
Listed
Contact Name Relationship Home Cell Work Phone Yes / No
1. (parent)

o B~ N

Physician Name:

Address:

Phone:

Dentist Name:

Address:

Phone:

Health Insurance:

o The School Nurses at BFCCPS will provide nursing care to students, under the direction of our school physician.
In the event of an emergency, BFCCPS will make every effort to contact you, though this is not always possible.
¢ Inanemergency, if it is determined that additional support is needed, BFCCPS will call 911. BFCCPS is not
responsible for providing transportation when a child must go home, or be transported to another facility for
further medical attention because of iliness or injury. BFCCPS will not pay for medical treatment, other than
first aid, for a child who is injured at school.
o | give permission to the school nurse to share information to my child’s health condition with appropriate
school personnel when needed to meet my child’s health and safety needs.
e | give permission to the school nurse to exchange information with my child’s primary care physician for the purpose

of referral, diagnosis, and treatment.

Signature Parent/Guardian

Date

Print Parent Name

Due to the Health Office
no later than Monday,
August 29, 2016.




