2020-2021	                              McCamey Independent School District
Grade:_______
Emergency Care Form
In order to protect your child _______________________________________________________________________
In case of a medical emergency, we would appreciate you filling in the following:

1. Parent(s)/Guardian(s)Name(s):__________________________________________________________________
Address:______________________________________________________ City:______________________________
Father’s Employer: ______________________________ Mother’s Employer:________________________________

2. Telephone number(s) where parents can be reached:
Mom: Home:_________________ Cell:_______________ __Work:_________________ Other:_________________
Dad: Home:_________________ _Cell:_______________ __Work:_________________ Other:_________________

3. Please list the names of two people who will be available that we can notify if a parent is not home:
· Name:_________________________________________________ Phone #:__________________________
Address:___________________________________________________City:______________________________    
· Name:_________________________________________________ Phone #:__________________________
Address:___________________________________________________City:______________________________    

4. Family Doctor:______________________________________________ Phone #:__________________________
5. Family Dentist:______________________________________________ Phone #:__________________________

6. In case of an accident or sudden illness to the above mentioned child, and in the event that I cannot be reached by phone, I hereby authorize a representative of the McCamey ISD to refer or transport my child to the above named physician, or any other available physician, and/or emergency service, and/or hospital for medical care.

7. I _______________________________ authorize a representative of the McCamey ISD and /or a physician to examine my child when needed and administer simple medication, and/or life saving treatment if necessary.


_____________________________________________________________             ____________________________
                  		     Parent/Guardian Signature						       Date


Medication 
Is he/she on medication?
	Medication (Name &Strength)
	Reason for medication
	Dose/Frequency
	Days Taken
	Home
	School

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 


 A Request for Medication Administration form signed by parent will need to be completed before a child may receive any medication that is brought to the Nurse’s office to be administered during school.  Students are not allowed to carry or self administer any type of medication during school. In the event that your doctor request for your child to carry and self administer asthma and anaphylaxis medication, The Physician Permission for Student to Self-Administer form must be signed by your doctor and returned to school. Please see school website or School Nurse for form.

AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION
This Authorization is provided in accordance with the Standards for Privacy of Individually Identifiable Health Information (the “Privacy Standards” issued under the Health Insurance Portability and Accountability Act of 1996, as amended (“HIPAA”) which went into effect April, 2003.

*I,_______________________________ am the parent/guardian of ________________________________,  
                 Name of Parent/Guardian						Name of Student
The individual receiving treatment and I hereby authorize the use or disclosure of his/her protected health information as described in this Authorization.

*This document authorized that staff of McCamey ISD to receive health information, on a “need to know” basis, with the intent providing consistent and quality health care assistance, while in attendance at McCamey ISD and field trips which has been parent authorized.
*The school nurse can receive and send communication regarding any medical examination reports and conclusions, to and/or from the student’s healthcare provider, when such knowledge would impact the health care of this student while attending school.
*This specified information will be used for the purpose of providing appropriate health care for this student, classroom modification, other campus activities and emergency response.
*Right to revoke: I understand that I have the right to revoke this Authorization at any time by notifying the school, in writing, and I understand that revocation is only effective after it is received and logged by school nurse or this Authorization will have no effect on such uses or disclosure. 
*I understand that this Authorization is not required for McCamey ISD to use or disclose this information for purposes of treatment, or if the use or disclosure is otherwise permitted by the Privacy Standards, and that nay revocation of this Authorization will have no effect on such uses or disclosures.
*I understand that I am entitled to receive a copy of this Authorization.
*I understand that this Release of Information Form can be reviewed in 6 months.

_______________________________________________			__________________________
		Parent/Guardian Signature							Date


 



Student Health History
Name: _________________________________ DOB: _________________ Gender: ________________

In order to provide the safest environment for your child, it is important that we have an understanding of your child’s health status.  All life threatening health conditions, allergies, severe asthma, diabetes, and seizures will require a health care plan to be discussed with the school nurse prior to admission each year. If physician orders are needed they must be provided to the school nurse before entry or attendance. Contact the school nurse if you wish to discuss any health problems in more detail.
	Student Medical History Condition
	Yes
	No
	Please describe any reaction and treatment

	Asthma
	 
	 
	 

	Blood Disorder
	 
	 
	 

	Migraines
	 
	 
	 

	Head Injury
	 
	 
	 

	Heart Condition
	 
	 
	 

	Diabetes
	 
	 
	 

	Seizures
	 
	 
	 

	Stomach/Intestinal Condition
	 
	 
	 

	Urinary Condition
	 
	 
	 

	Fainting Spells
	 
	 
	 

	ADD/ADHD
	 
	 
	 

	Behavioral Disorder
	 
	 
	 

	Broken Bones
	 
	 
	 

	Surgery
	 
	 
	 

	Skin Disorder
	 
	 
	 

	Hepatitis (specify type)
	 
	 
	 

	Vision
	 
	 
	 

	Glasses/Contacts
	 
	 
	 

	Hearing
	 
	 
	 

	Other
	 
	 
	 

	 
	 
	 
	 

	Allergies
	Yes
	No
	Please describe any reaction and treatment

	Medication
	 
	 
	 

	Food
	 
	 
	 

	Insect
	 
	 
	 

	Environmental
	 
	 
	 

	Life Threatening Allergies/Anaphylaxis
	 
	 
	 

	Epi Pen needed
	 
	 
	 

	 
	 
	 
	 


Please use back of page to describe further reaction and treatment for any of the medical conditions above.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





For additional information please refer to school website.
**PLEASE NOTIFY THE SCHOOL IF YOUR CHILD WILL BE ABSENT FROM SCHOOL OR YOU WILL BE OUT OF TOWN FOR THE DAY. IF ANY CONTACT NUMBERS OR HEALTH RELATED INFORMATION CHANGES DURING THE YEAR PLEASE NOTIFY THE SCHOOL TO UPDATE THE INFORMATION.**

                                        ** PLEASE FILL OUT FRONT AND BACK AND RETURN TO NURSE**                                       (Rev. 2020)

