WOODLAND PARK SCHOOL DISTRICT
UPDATED MEDICAL AND EMERGENCY INFORMATION

Student’s Name:___________________________		Homeroom:_____________________

Mother’s Name: ____________________________		Father’s Name: _____________________________
Mother’s Phone #: __________________________		Father’s Phone #: ___________________________
Mother’s Address:___________________________		Father’s Address:____________________________

Additional Emergency Contact: ________________________________________________________________
Phone Number: ____________________________________________________________________________

Does your child have any allergies? _____________________________________________________________
To what? __________________________________________________________________________________
Do they have emergency medication(s) for this allergy? ____________________________________________

Does your child have asthma? _________________________________________________________________
Do they take any medication for their asthma? ___________________________________________________

Has your child ever had a seizure? ______________________________________________________________
When and how often do they occur? ____________________________________________________________

Does your child have any other medical conditions? _______________________________________________
Does your child take any medication at home? ____________________________________________________
What? ____________________________________________________________________________________
Will your child be taking any medication at school? ________________________________________________
What? ____________________________________________________________________________________

Does your child wear glasses? _________________________________________________________________
Does your child have hearing aids? _____________________________________________________________


Any other information that you think I should know? 
__________________________________________________________________________________________


[bookmark: _GoBack]
Do I have permission to share pertinent medical information with your child’s teacher(s)? __________________________________________________________________________________________



Parent Signature ___________________________			Date ________________________
