Orting School District

Emergency Health Care Information

Student Name __________________________________ GRADE:  6  7  8  9  10  11  12
Address ___________________________________________

Age ______   Birth Date _______________ Gender _______

Phone #s  __________________
_____________________

Parent/Guardian _____________________________________

Doctor ______________________  Insurance Company _______________________

Other Person to Contact __________________  Phone # ______________

Other Person to Contact __________________  Phone # ______________



1. Does this student have any special medical problems?
Yes
No


If yes, please explain: _________________________________

_________________________________________________________

2. Is student taking any medication?

Yes
No


If yes, please specify: _________________________________

3. Is student allergic to any drugs?

Yes
No


If yes, please specify: _________________________________

4. When did student receive last tetanus shot?
_______________

Any other medical information we should be aware of:  ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

IN CASE OF ILLNESS, ACCIDENT OR OTHER EMERGENCY INVOLVING THIS STUDENT, THE PRINCIPAL OR COACH IS AUTHORIZED TO ACT ON MY BEHALF IF I CANNOT BE CONTACTED.

________________________________         
_____________

Signature of parent or legal guardian         
 Date
