Mount St. Dominic Academy

Caldwell, New Jersey

MEDICAL FORM
TO BE FILLED OUT BY PARENT OR GUARDIAN.  PLEASE TYPE OR PRINT.

STUDENT’S NAME_________________________________________________________________

                                           (LAST)                                                                                      (FIRST)

ADDRESS_________________________________________________________________________

                          (NUMBER & STREET)                                     (CITY)                                 (STATE)                        (ZIP)

BIRTHDATE___________________________PLACE OF BIRTH____________________________

FATHER’S NAME_______________________________
HOME PHONE_____________________








 
BUSINESS PHONE__________________

MOTHER’S NAME_______________________________
HOME PHONE_____________________








         
BUSINESS PHONE__________________

PERSON TO BE CONTACTED IN THE EVENT OF AN EMERGENCY, IF NEITHER PARENT CAN BE REACHED:

NAME__________________________________________
HOME PHONE_____________________









BUSINESS PHONE__________________

FAMILY HISTORY

AGE AND HEALTH, IF LIVINGS, OR CAUSE OF DEATH:

FATHER___________________________________________________________________________

MOTHER__________________________________________________________________________

BROTHERS________________________________________________________________________

SISTERS___________________________________________________________________________

PERSONAL HISTORY & PERMISSION FORM

ANY OPERATIONS, SERIOUS CHRONIC ILLNESSES, INJURIES__________________________

__________________________________________________________________________________

ANY ALLERGIES:__________________________________________________________________

LIST ANY PRESENT MEDICATIONS:_________________________________________________

THE SCHOOL HAS PERMISSION TO ADMINISTER TYLENOL, ADVIL, ALEVE, OR MOTRIN WHEN DEEMED NECESSARY BY THE SCHOOL NURSE.     YES _____   NO _____
AS PARENT OR GUARDIAN OF THE ABOVE NAMED STUDENT, I GIVE MY PERMISSION TO THE AUTHORITIES OF MT. ST. DOMINIC ACADEMY TO INITIATE OR SEEK EMERGENCY CARE SHOULD SHE BECOME SICK OR INJURED.  TO THE HOSPITAL I GRANT PERMISSION FOR THE PERFORMANCE OF SUCH OPERATION AND/OR PROCEDURE, AND/OR MEDICATIONS AND/OR ANESTHESIA, AS DEEMED NECESSARY IN A LIFE THREATENING SITUATION. ALSO, TO RELEASE THIS RECORD REQUESTED BY PROFESSIONAL INDIVIDUALS AND AGENCIES.

SIGNED________________________________________ RELATIONSHIP __________________________

