St. Thomas More School

Student Emergency/Health Form

2010-2011
Student Name_____________________________ Class____________

List two neighbors or relatives (whom you have informed)

 who will assume temporary care of your child if you cannot be reached.

1. Name _______________________________________________________________



Last




               First

Home Phone ____________________________  Cell Phone______________________

2. Name ______________________________________________________________



Last




               First

Home Phone ____________________________  Cell Phone______________________

** Parents please note**

If you go out of town and place your child/ren in another adults care,

please inform St. Thomas More School in writing who is responsible in your absence.

Please check health concerns for which your 

child has seen a doctor in the last 2 years
        ___Allergy
        ___Asthma
        ___Attention/Learning
        ___Bleeding Disorder

        ___Diabetes

        ___Dizziness/Fainting

    ___Emotional/Behavioral

     ___Headaches/Migraines

     ___Hearing

     ___Heart Trouble

     ___Immune System (for                  
         example, on steroids                                          
         or chemotherapy
    ___Kidney Disease

    ___Orthopedic

    ___Seizures/Epilepsy

    ___Sickle Cell

    ___Vision

    ___Other

If checked, please explain: ________________________________________________________

________________________________________________________________

List any medications taken daily or medication need in a medical emergency: ________________________________________________________________________________________________________________________________
**If your child requires medication to be administered during school hours, a Medication Request Form must be completed.  Parents must bring the form with the medication in the original container, labeled with your child’s name to the nurse’s office or school secretary.





Please turn over to complete both sides

Physician Name_____________________________________Phone_________________

Address_________________________________________________________

Dentist Name _____________________________Phone _________________

Address _______________________________________________________________

Hospital Preference_______________________________________________________

Medical Insurance/HealthCare

Provider________________________________________________________

Policy #___________________________ Group #_______________________

In case of an emergency or serious illness, I request the school to contact me.  If the school is unable to reach me, I authorize the school to call the physician listed and to follow his/her instructions.  If it is necessary to call 911, no school personnel will accompany the student to the hospital.  I understand that the Diocese of Raleigh and St. Thomas More School assume no financial obligation for the expenses incurred in carrying out emergency procedures and/or emergency transportation.

________________________________________________________________

                 Signature of Parent or Guardian




Date




Please turn over to complete both sides
