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Archbishop Damiano School

 2019 - 2020

E M E R G E N C Y  A N D  M E D I C A T I O N  F O R M
======================================================================================

Student: _________________________________________
Birth date: _______________________ 
Address _________________________________________________________________________________________
[image: image1.jpg]


Street






City


Zip

» Indicate Who to Call 1st and/or 2nd -- Home Telephone:__________________________

Father______________________________Cell#_____________________________
Work#______________________ Mother_____________________________Cell#_____________________________ Work #_____________________
Email Address: ___________________________________________________________________________________
======================================================================================


EMERGENCY CONTACTS 

In case parent(s) cannot be reached, list two (2) persons who have a working telephone and access to transportation. 
1.____________________________________________________________________________________________


Name




Address




Telephone ___________________________________
Relationship _____________________________________

2.______________________________________________________________________________________________
Name




Address




Telephone __________________________________
Relationship _____________________________________

=====================================================================================

THE FOLLOWING AUTHORIZATION MUST BE SIGNED FOR EXTREME EMERGENCIES
The school is authorized to take most prudent action in an extreme emergency including transportation to the nearest hospital.  
I also give my permission for the exchange of information between the school nursing staff and health care provider listed.

Parent/Guardian Signature:________________________________________________ Date: _________________

======================================================================================      
MEDICAL CONCERNS:  Please complete or note none where applicable

Medical Diagnosis: 

-----------------------------------------------------------------------------------------------------------------------------------------


Allergies: ________________________________________________________________________________
Medication


Food 



Environment
__________________________________________________________________________________________
Corrective or adaptive equipment used such as hearing aid, glasses, wheelchair, etc.

___________________________________________________________________________________________ 

 Present Medications:

Name:__________________________________Dose:______________________Times:___________________

Name:__________________________________Dose:______________________Times:___________________

Name:__________________________________Dose:______________________Times:___________________

Prescribed by Dr.: __________________________________________________

Family Doctor: _______________________________________________ Phone: ______________________________

Address: ___________________________________________________________________________________

Specialists:

1._____________________________________________________Phone:____________________________________



 






2._____________________________________________________ Phone:  __________________________________








PLEASE UPDATE ON AN AS NEEDED BASIS AND/OR MUST BE COMPLETED YEARLY
1145 Delsea Drive Westville Grove, NJ 08093
Web: www.sjogcs.org Tel: (856) 848-4700 TTY: (856) 848-4598 General Fax: (856) 384-1512 School Fax: (856) 848-3965
The Hospitaller Order of St. John of God is an international nonprofit, serving those in need in 5 continents and 53 countries.





















