PEACHTREE CHARTER MIDDLE SCHOOL         GRADE_______
EMERGENCY MEDICAL FORM
(PLEASE PRINT)

Student _______________________________________    Male  /  Female    Birthdate _____________ 

                       Last  Name                                   First Name


       Circle  One
Address ____________________________________________________________________________ 



Street Address


City 


State   

Zip Code
EMERGENCY CONTACT INFORMATION

Father/Guardian_____________________________ Phone(Home)______________Pager____________

Email address_______________________________ Phone(Work)______________Cellular__________  
Mother/Guardian____________________________ Phone(Home)______________Pager____________

Email address_______________________________Phone(Work)_____________ Cellular___________

If parents cannot be reached, list two personal contacts who will assume care of your child and are authorized to sign the student out of school.
Name______________________________Relationship_________________Phone__________________

Name______________________________Relationship_________________Phone__________________


[image: image1]
Is the student currently on medication?  Yes_______ No______

Please list the medication(s) to be taken at school. _____________________________________________
(Authorization Forms available at the Clinic or the Attendance Office.) 

Prescriptions – Physician order required for administration.

Over the counter - Parent written permission required for administration.
AUTHORIZATION

Child’s Doctor_________________________________________Phone__________________________

School clinic personnel have my permission to contact my child’s physician for further medical information.  In case of serious illness/injury, the school will telephone Emergency Medical Services (911) and will immediately transport to the closest hospital.  I, the parent/legal guardian, authorize the transport of and treatment by the hospital emergency staff for my child,_____________________________________.

Parent signature__________________________________________________________Date______________________________________
PLEASE CHECK ANY OF THE FOLLOWING THAT APPLY TO THE STUDENT





____ADD		____ADHD			____Allergies (Explain)_____________________ 


____Hepatitis		____Hearing Loss		____Chemotherapy / Immunosuppression


____Hemophilia	____Heart Disease		____Organ Transplant


____Eating Disorder	____Depression		____Diabetes: Type 1____  Type 2____


____Head Injury	____Hypertension		____Kidney Disease


____Pneumonia	____Asthma			____Muscular Dystrophy


____Psoriasis		____Rheumatic Fever		____Seizure Disorder


____Leukemia		____Tuberculosis		____Sickle Cell Anemia


____Vision Loss	____Major Injuries		____Frequent Nosebleeds


____Bowel Problems	____Migraine Headaches	____Orthopedic Problems


____Any Other Problems (Please List Below)


________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________











