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[bookmark: _GoBack]This information should be completed online through Skyward Parent Access.  Parents who don’t have internet access should return this form to the school.
DISTRICT SCHOOL BOARD OF MADISON COUNTY
EMERGENCY AND HEALTH INFORMATION

Student’s Name_________________________________________________________  Sex _______       Birthdate __________________________

Grade_______  Teacher __________________________________________________   School _________________________________________
														    Cell
Physical Address ________________________________________________________   Primary Phone __________________________          Home

Mailing Address (if different from Physical Address) ____________________________________________________________________________
						  	       
_______________________________________		________________	          	 Cell Phone      _______________________________
Legal Guardian  #1					Relationship	        	 
                                                                                                   	 			Work Phone   _______________________________
								        
_______________________________________		________________	 	 Cell Phone      _______________________________  
Legal Guardian  #2    				Relationship   	
                                                                                        	                   			 Work Phone   _______________________________
Emergency Contacts:
______________________________________     ____________________     	______________________	  __________________________
Name                                             		 Relationship                               Primary Phone        	  Secondary Phone
______________________________________     ____________________     	______________________	  __________________________
Name                                             		Relationship                               Primary Phone        		  Secondary Phone
______________________________________     ____________________      	______________________	  __________________________
Name                                            		Relationship                               Primary Phone        		  Secondary Phone
School Insurance?                Medicaid Number (Required)                            Other Insurance?              Kid Care?
[bookmark: Check4][bookmark: Check5][bookmark: Check6][bookmark: Check7][bookmark: Check8][bookmark: Check9]|_| Yes     |_| No                     _________________________                         |_| Yes  |_| No                    |_| Yes |_| No
________________________________________________________       __________________________________________________________
Physician’s Name                                                                                 	       Dentist’s Name                                                                                               
[bookmark: Check10][bookmark: Check11]MEDICATIONS:  Is the student taking any daily medication at home (including over-the-counter medications)? |_|Yes  |_|No  If yes, list medications.
__________________________________________________   		 __________________________________________________
__________________________________________________     		 __________________________________________________
[bookmark: Check13][bookmark: Check14][bookmark: Check15][bookmark: Check16][bookmark: Check17]HEALTH PROBLEMS:    |_| Active Asthma   |_|Diabetes (Type 1 or Type 2)     |_| Seizures    |_| Cardiac Condition   |_| Nosebleeds     |_| ADHD
 |_| Sickle Cell Trait   |_|  Sickle Cell Disease    |_| Psychiatric Condition   |_| Kidney Disorders   |_| Autism  |_| Asperger’s    |_| Cancer   |_| Migraines
Record any major injury, surgery, or medical condition student has had:___________________________________________________________
Does the student require special circumstances related to the medical condition? |_|Yes  |_| No  ****If yes, please explain ___________________
_______________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________
****Provide detailed notes from the student’s doctor to the clinic. 
Has the student been referred for a mental health condition? |_| Yes  |_| No   If Yes,  date _____________________________________________
[bookmark: Check19][bookmark: Check20][bookmark: Check21][bookmark: Check22]Does the child wear glasses?  |_|Yes  |_| No                                          Does the child wear a hearing aid?  |_| Yes   |_| No

Medication Allergies: |_| Yes  |_| No     				Food Allergies: |_| Yes  |_| No
Life threatening requiring epi-pen or Benadryl?  |_| Yes  |_| No		Life threatening requiring epi-pen or Benadryl?  |_| Yes  |_| No
___________________________________________________    		 __________________________________________________  
___________________________________________________		 __________________________________________________       
___________________________________________________		 __________________________________________________

I HEREBY GIVE CONSENT FOR MY CHILD TO PARTICIPATE IN THE FOLLOWING HEALTH SERVICES:  
|_| SCOLIOSIS SCREENING (Curvature of the Spine)	|_| PUBERTY CLASSES	|_| TOBACCO PREVENTION EDUCATION	|_| NUTRITION CLASSES
       (7th Grade)                                                                                (5th & 6th Grade Girls & Boys)         Prevention Surveys                                             (Age Appropriate)
|_| PEDICULOSIS SCREENING (Head Lice)	|_| HIV/AIDS EDUCATION	 |_| DENTAL HEALTH CLASSES	    |_| TEEN PREGNANCY PREVENTION EDUC.
       (All Grade Levels)                                                (K-12th Grade Appropriate) 	        (Age Appropriate)                              (Age Appropriate)

THE FOLLOWING SERVICES ARE DONE ROUTINELY:         List any activity in which you do not want your child to participate.
     ______________________________________________________
     ______________________________________________________
     ______________________________________________________
     ______________________________________________________
     


Emergency Medical Care
First Aid
Head Lice Screenings (Targeted Grades)
Hearing & Vision Screening (Targeted Grades)
Weight & Height Screening (Targeted Grades)   
Body Mass Index (Targeted Grades)




I hereby give my consent for my child to participate in the School Health Services Program. In case of accident or serious illness, I request the school to contact me.  If the school is unable to reach me, I hereby authorize the school to contact the physician indicated on this form and to follow his instructions.  If it is impossible to contact this physician, the school may make whatever arrangements are necessary to provide care and treatment of my child.  In the case of an accident or illness where immediate treatment of my child is not indicated but where (she)he is unable to remain at school, I request that the school contact me or my spouse to arrange transportation for my child.  If the school is unable to contact either me or my spouse, I request that one of the persons listed on this form be contacted and requested to care for my child until I can be reached.

_______________________________________________________                  ________________________________________________________           
Parent or Guardian Signature                                                                                                       Date


If my child is Medicaid eligible, I authorize the School District of Madison County, Florida to release and exchange my child’s confidential information to agencies of the State of Florida which would allow Madison County Schools to receive Medicaid funding for exceptional student services provided to my child while at school.

______________________________________________________________		_______________________________________________________________
Parent or Guardian Signature Date					Date			


The School Health Program of the Florida Department of Health in Madison County will be billing Medicaid for school clinic services for the school year 2018-2019 to help support the delivery of health care services throughout the district. By signing below, you are giving the School Health Program permission to access your child’s public benefits to pay a share of the cost for services provided. At no time will you be required to incur out of pocket expenses for these services regardless of your child’s Medicaid eligibility status. Any personally identifiable information about your child will not be disclosed to any other organization for any purpose except what has been noted above.

By signing below you are giving the School Health Program permission to utilize health information on the Emergency Health Form that is required by the Agency for Health Care Administration in order to verify Medicaid eligibility. You have the right to revoke this consent at any time. Failure to provide consent will not affect the health services your child is eligible to receive. 

 ______________________________________________________________		_______________________________________________________________
Parent or Guardian Signature Date					Date		
