
Barbara Lecker, R.N., Senior High School, O24) 695-5256
Deborah Elicker, R.N., Middle School - (724\ 695-5234

STUDENT I.D.#

NAME

ADDRESS

PLACE OF WORK:

MALE/PARENT(OuardIan) :

PLACE OF WORK:

DOCTOR:

Llst the names of nelghbors or nearby relatlves who wlll take temporary care of your chlld lf you cannot be reached

EMERC. CONTACT 1:

EMERO. CONTACT 2

Beth Bauer,  H.N,,  uonaloson t r temtsnrary l t<+). to- tvt r
Becky Schroeder, R.N., Wllson Elemenlary, Q24l 695-5275
Mary Beth Hill, R.N., McKee Elementary, F24) 695-5265

WEST ALLEGHENY SCHOOL DISTRICT
EM EROE NCY/M EDICAL AUTHORIZATION

,r,r ro*u rrrrr on rtr*orna,
**PLEASE BE SURE TO ENTER AREA CODES ALONC WITH TELEPHONE NUMBERS**

TEACHER

CRADE

BIRTH DATE

SOCIAL SECURITY

LOCKER#

FEMALE/PARENT(CuardIan ) : PHONE#

WORK#

( )

PHONE# (

WORK# (

PHONE# (

PHONE #

PHONE #

In case of accldent or serlous lllness, I reouest the school to contact me. lfthe schoolls unableto reach me, I hearby authorlze the schoolto callthe ohvslcal
Indlcated abo\€ and to follow the lnstructlons. lf lt lmposslble to contad thls physlclan, the school may make whatever arangements are necessary.
I hereby agree to hold tie West Allegheny School Dlstrld and lts representatlve harmless for exerclsing ltsJudgment In authorlzlng such emergency medlcal
treatment.

BUS # AND LOCATION

Slgnature of Parent or guardlan:
Emerfnfo,Doc. n0/061

Dafp

OVER'



ln order to update student medical records, please complete the following questions and return to
the school health office. lf you wish not to share this information with faculW, please inform the
nurse's office. Thank you for your cooperation.

Allergles

Allergic Response.

Arthrifls

Autism

Asthma

_Blood Disorder

_Attentlon Deffcit
( Hyperacfl vity Disorder)

_Cardlac Dlsorder

_Crohn's Disease

_Down's Syndrome

_Gastrlc Ulcer

_Osgoode Slauter

_Selzure Dlsorder

_Ulceratlve Colitis

_CerebralPalsy _Chtcken pox

_Color Blind _Dlabetes

_Eatlng Dlsorder _ _Eczema

_Headaches

_Hemophll ia

_Prosthetlc Devices

_Hearlng lmpalred _Heart Murmur

_Orthopedlc Disorder

Scoliosis

Splna Blflda Thyrold Dlsorder

Urlnary Tract Dlsorder Vislon lmpalrment

Please llst medicatlon your chlld takes on a daily bases. lf so, please answer the followlng:

Name of Medicatlon.

Dosage: Takes In school yes .--_ No

Reason for medicatlon:

PLEASE NOTE:lf any medlcation is requlred to be glven durlng the school day, a slgned
permlsslon form must be presented by the phystctan and the paient.
Medlcatlon wlll not be gtven without the above. This Includes iytenot,
asplrln and over the counter drugs.

Please list booster shot dates of the following lmmunlzaflons:

POLIO MMR #,1
MMR #2

#3

Date of last TB Tlne Test Result

Please llst dates of any serlous accldents or operaflons:

DPT

Hepatitis B #1 #2

Please llst any health condlflons or limitaflons your chlld has:_


