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 Haverhill Student Health and Emergency Information Form
Complete the following information and return to school immediately. Contact school nurse if assistance is needed to complete form.
Student’s Name: __________________________________________________________________________________________________________


(Last Name)
(First Name)
(Full Middle Name) 

(Grade)

(Homeroom)

Address_________________________________________________________________________________________________________________
Sex____________ D.O.B.___________________ Place of Birth______________________ Primary Language______________________________
Mother/Guardian/Other ________________________________________ Address_____________________________________________________
Phone: Home______________________________Cell________________________________ Work______________________________________
Father/Guardian/Other__________________________________________Address_____________________________________________________

Phone: Home_____________________________ Cell______________________________ Work________________________________________
Name & Grade of sisters/brothers in school system______________________________________________________________________________
Name of others who will assume responsibility/transportation

Name_________________________________________Relationship___________________ Phone______________________________________
Name_________________________________________Relationship____________________Phone_______________________________________
Does your child have health insurance? Yes___ No ___

Does your child have Dental Insurance? Yes ___ No ___
Health Insurance Company____________________________________________ Dental Insurance Company______________________________________________

List all the Name of Medication your child takes
 The Dose

How often

and
why they are taking this medication

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
In case of Emergency, the school will attempt to contact parent/guardian. In the event that we are unable to contact you, your child will be transported by Ambulance to the nearest hospital accompanied by a responsible adult. 

Physician Name______________________________________________________ Phone Number (_______)______________________________

Dentist Name________________________________________________________Phone Number (_______)________________________________

Please check all that apply to your child
( Heart Condition
 ( Diabetes       ( Asthma
( Seizure Disorder
    ( ADD/ADHD
    ( Migraines      ( Depression
( Other (Specify) ________________________________________________________________________________________________________
( Hospitalization/Surgeries (Specify) _______________________________________________________________________________________

( Allergies (food, insects, medication, environment)(Specify)______________________________________________________________________

( Hearing Problems (Specify)    Left ear____________________   Right ear__________________________   Hearing Aids___________________

(Vision Problems (Specify) 
Wears Eyeglasses ________________Contact Lenses ______________Preferential Seating_____________________

( Dental Problems_________( Postural (back Problems)_____________  ( Physical Limitations (Specify)_______________________________


I give permission to the School Nurse to share information relevant to my child’s health condition and medication with appropriate school personnel needed to meet my child’s health and safety needs.
Signature _____________________________________________________________________________________________ Date_______________________
 
Haverhill Salud Estudiantil y el Formulario de Información de Emergencia



Complete la siguiente información y volver a la escuela inmediatamente. Póngase en contacto con la enfermera escolar si se necesita ayuda para completar el formulario.

Nombre del estudiante: ____________________________________________________________________________________________________
                                      (Apellido)                              (Nombre)                      (Segundo Nombre)                       (Grado)                       (Aula)
Sexo___________ DOB___________________ Lugar de Nacimiento___________________ Lenguaje Primaria ____________________________
Madre / Tutor / Otro ________________________________________ Dirección______________________________________________________
Teléfono: Casa______________________________Celular____________________________ Trabajo ____________________________________
Padre / Tutor / Otro _________________________________________ Dirección _____________________________________________________
Teléfono: Casa _____________________________ Celular ______________________________ Trabajo _________________________________
Nombre y grado de hermanas / hermanos en el sistema escolar___________________________________________________________________
Nombre de otros que asumirá la responsabilidad / transporte
Nombre_________________________________________Relacion___________________ Teléfono___________________________________
Nombre_________________________________________ Relacion___________________Telefono____________________________________
¿Su hijo tiene seguro de salud? Sí___ No ___                                                                  ¿Su hijo tiene seguro dental? Sí ___ No ___
Compañía_______________________________________ Seguro Dental Compañía_______________________________________
Lista de todos los medicamento que su hijo tome       la dosis       ¿Con qué frecuencia              y        por qué se están tomando este medicamento
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
En caso de emergencia, la escuela tratará de comunicarse con los padres / tutores. En el caso de que no somos capaces de contactar con usted, su hijo será transportado en ambulancia al hospital más cercano acompañado de un adulto responsable.
Médico Nombre______________________________________________________ Teléfono Número (_______) ____________________________
Dentista Nombre___________________________________________________Telefono Numero (_______) _______________________________
Marque todas las que apliquen a su hijo por favor
(  Condición del Corazón       (  Diabetes             (Asma            ( Convulsiones  Corazón        ( ADD / ADHD       ( Migraña           ( Depresión     
( Otro (Especifiqué) ______________________________________________________________________________________________________
( Hospitalización / Cirugías (Especifiqué) ________________________________________________________________
( Alergias (alimentos, insectos, medicamentos, medio ambiente) (Especifiqué ) _________________________________________
( Problemas Auditivos (Especifiqué)     Oído  Izquierda ______________  Oído Derecha  _______________ Aparato de Audiencia____________
( Problemas de la Visión (Especifiqué)   usa anteojos__________ Lentes de Contacto ______________ Asiento preferible____________________
(  Problemas dental_________( Postural (problemas de espalda) ____________( Limitaciones físicas (especifique) _________________________






Yo le doy permiso a la enfermera de la escuela para compartir información relevante a la condición de salud de mi hijo y los medicamentos con el personal escolar apropiados necesarios para atender las necesidades de salud y seguridad de mi hijo.

Firma ______________________________________________________________________________________ Fecha_______________________

I give the School Nurse Permission to administer the following Over the Counter Medication in accordance with the established protocols. Tums will be administered to students age 11 and over.





(  Ibuprofen/ Advil/Motrin	( Tylenol/Acetaminophen	(  Oragel		( Tums


(  Antibiotic Ointment	( Hydrocortisone cream		(  Benadryl cream	( Burn Gel


( Caladryl Lotion





Yo doy permiso a la enfermera de la escuela para administrar los siguientes medicamentos de venta libre, de acuerdo con los protocolos establecidos. Tums se aplica a los alumnos de 11 años y más.�


(  El ibuprofeno / Advil / Motrin	            ( Tylenol / Acetaminofeno  	( Oragel             (  Tums


( Ungüento antibiótico                (   crema de hidrocortisona             (   Benadryl        ( locion caladryl      


(  crema gel para quemaduras








