ST. JOHNSBURY SCHOOL

ANNUAL STUDENT HEALTH INFORMATION UPDATE

Child's Name: ___________________________Grade:_______ Teacher: ___________________

Please update and remind us of your child's health problems or any physical difficulties or limitations including glasses: 

______________________________________________________________________________
______________________________________________________________________________
List with date any illness or injury this past year: ________________________________________
______________________________________________________________________________

List name & date of any immunizations in the past year: ______________________________________________________________________________
It is preferable to arrange for students to take any medications at home whenever possible.  If medicine must be taken at school, our policy requires that medications come to school in the ORIGINAL pharmacy container with WRITTEN parental permission.  Please have your child bring all medications directly to the school nurse.  Students are not allowed to carry medication with them while in school unless authorized by their physician and school nurse.
List all prescription medications taken anytime. Please include daily medications, and medications such as Epi-Pens, asthma inhalers and asthma medications:
	Name of Drug
	Dosage
	Times of Day
	At Home or School

	
	
	
	

	
	
	
	

	
	
	
	


My child's dentist is ___________________________________Seen in the last year? Yes__No__
My child has no dentist________
My child's health insurance is _____________________________My child has no insurance____
My child's doctor is ______________________________________________________________
Last well-child check-up______________________

The school nurse has my permission to give _____________________Tylenol as needed. Yes___No___  




    
       (Child's Name)
Parent/Guardian Signature________________________________________________________________

►OVER
I hereby grant permission to the school nurse to request or share pertinent information related to my child’s health and well being (for example: immunizations, height, weight, vision, hearing screening) with his/her medical providers as necessary.

Authorization to Release/Disclose Confidential Information

Name of Student_______________________________Date of Birth__________

I hereby authorize the release and/or exchange of medical and educational information between The St. Johnsbury School and


_______________________________________

                                 


Medical Provider


    


_______________________________________


 



Address





_______________________________________

                                          


Phone/Fax

I understand that federal regulations (42 CFR part 2) prohibit the re-disclosure of drug and alcohol treatment information without my written consent or as allowed by the regulations.  I understand that under Vermont statue, my health information can only be disclosed with my authorization or as mandated by an express provision of the law.  For disclosures of information made to organizations outside the State of Vermont, all other health information used or disclosed pursuant to the authorization may be subject to re-disclosure by the recipient and no longer protected by this rule (Privacy Standards of the Health Insurance Portability and Accountability Act of 1996).

I understand that my treatment/support is not conditioned upon authorizing this disclosure.  I understand that this authorization will expire one year from the date of this authorization unless I other wise specify, (alternate date if desired): _____________.

I further understand that I may revoke this authorization at any time except to the extent that The St. Johnsbury School, or any other agency making the disclosure, has already acted in reliance on it.  Revocation should be submitted in writing and sent to The St. Johnsbury School.

Signature: ______________________________Date:_________________

Parent/Guardian/Legal Representative

Signature: ______________________________Date:_________________

Witness

File:Word/nurses/healthupdaterev6/08/sch





►OVER
