NEWPORT GRAMMAR SCHOOL HEALTH SERVICES FORM
Parent/Guardian:

   Please fill out the following form and return it to your child’s teacher immediately. This is a requirement for enrollment in Newport Grammar School and must be updated yearly.

Student’s Name ________________________________________________Date ___________      Grade _______ Teacher _________________________________________________________
Student’s Address ______________________________________________________________
Parent/Guardian Names _________________________________________________________
Home Phone _______________Cell Phone _______________Work Phone ________________
Family Doctor:  Name____________________________________ Phone _________________
                          Address _________________________________________________________                     
Health Insurance _______________________________________________________________
Name of Secondary Contact in Case of Emergency ____________________________________
Relationship to Child ______________________________Phone ________________________
Allergies: _____________________________________________________________________

Health Problems: _______________________________________________________________
Routine Medications (names & times taken):  _________________________________________

______________________________________________________________________________
I give permission for my child to have First Aid administered by the school nurse as deemed necessary and as outlined in the Health Policies of Newport Grammar School.

                                                                Parent/Guardian Signature ________________________
I give permission for my child to have the following over-the-counter meds as needed:
                Acetaminophen (Tylenol)                           Antibiotic Ointment 

                Diphenhydramine (Benadryl)                     Hydrocortisone Cream                  

                Ibuprofen (Motrin)                                      Sore Muscle Rub (Mineral Ice) 

                Antacid (Tum)                                             Earache Relief Drops                                               

                Cough Drop                                                 Eye Allergy Relief Drops

                Sore Throat Spray                 Parent/Guardian Signature _________________________
I give permission for my child to have the following routine screenings:   HEIGHT, WEIGHT, BLOOD PRESSURE, BMI (body mass index), HEARING, VISION, DENTAL, HEAD CHECK (for Lice), and SCOLIOSIS (6th grade only). I understand I will be notified by the school nurse if my child needs medical attention.
                                                              Parent/Guardian Signature _________________________

If there is a change in a telephone number or any other information on this form, please call the school nurse or school secretary and have the necessary corrections made.

                            Kathy Ragan, RN School Nurse


         Newport Grammar School



         423-623-3952 or 423-623-3811 ext. 208                                Revised 3/12
