                                     JLCE-R

Lin-Wood Public School
Student Information/Medical Release Form

Instructions:  This form will be provided to the doctor or the medical personnel to whom your child is taken in the event of a medical emergency while on a school sponsored overnight, field trip, athletic game, or in the event that you cannot be contacted. Please complete ALL sections as accurately as possible.

Student’s Name:________________________________
 Grade:_____
      Date of Birth:___________________












        Month/Day/Year


Resident Address:_______________________________
 Town of Residence:______________________________



            Street where you live




Town where you live

Mailing Address:________________________________ Mailing Town:__________________Zip Code:________




PO Box/RFD



    Where you receive your mail

Child’s Home Phone #:__________________


EMERGENCY CONTACTS:


First Emergency Contact:

Name/Relationship: 






 Home Phone # 







Cell Phone #



Work Phone # 





Second Emergency Contact:

Name/Relationship:






 Home Phone # 








Cell Phone # 



 Work Phone # 



 
Other Emergency Contact Name:




 Home Phone # 





 



Cell Phone #



 Work Phone # 





Family Doctor:_______________________ Phone #_____________Name Hospital Preferred:_________________

Family Dentist:_______________________ Phone #_____________

GENERAL INFORMATION:

All Allergies:_________________________________________________________________________________

Date of last Tetanus Shot:________________________________________________________________________

Present Medication(s):__________________________________________________________________________

Chronic Medical Problems:______________________________________________________________________

Other Items of Concern:_________________________________________________________________________

PARENTAL AUTHORIZATION

In case of a medical emergency, in the event I cannot be reached, I authorize Lin-Wood Public School, its agents, employees and other officers to procure and consent to any medical examination, diagnostic process or course of treatment, including hospital care, to be rendered to my child by or under the supervision of any duly licensed doctor, dentist, or surgeon.  For the health and safety of my child, I give permission for the school nurse/principal to share certain medical information about my child with the appropriate school personnel on a need-to-know basis. 

___________________________


_______________________________________________

Date






Parent or Legal Guardian Signature

My child is covered by__________________________________ for medical coverage. ______________________


 Name of Health Insurance Company



         Policy #

My child does not have Medical Insurance______Would like school insurance 
      Envelope attached________


For Office Use Only:


ID #_____________





Optional – Your E-Mail Address:_________________________________








