
OUR LADY OF MT. CARMEL 
NURSE’S EMERGENCY HEALTH INFORMATION 

SCHOOL YEAR 2011-2012 
 

FAMILY NAME (Last):___________________________ Preferred E-mail: ______________________________ 
 
Father’s Name: _________________   ________________  Mother’s Name:______________   ________________     
                          First        Last          First                                  Last 
Step-Parent Name(s):________________________________________________________    
    
Home Address:_____________________________, ________________  AZ    ____________      
                         Street Address                                                                    City                                                         Zip 
 
Phone Numbers:  (_____)_________________    (_____)_________________    (_____)__________________ 
                                             Home                                 Father’s Cell                                     Mother’s Cell  
      
       (_____)__________________   (_____)_________________    (_____)_________________   
               Other:                     Father @ work                                      Mother @ work   
               
Name of person who could assume temporary care of your child/children if you could not be reached: 
 
Name: __________________________________________________ Relation to child/children:________________________ 
 
Phone: (Home) __________________________(Work)________________________(Cell)____________________________ 
 
Other than those listed above, who else may your child/children be released to?   
                                 
1._________________________ 2._________________________ 3.__________________________  4.________________________   
 
Child/children NOT be released to (Court orders must be on file with school): _____________________________________   
 
 
How does your child/children arrive at OLMC?  Car       Walk    Bus   Bike     Carpool with:________________________ 
                                                                                          (circle one)                             (Family name)  
 
 
Health Care Providers 
 
Family Doctor/Pediatrician:  _______________________________________         Phone: (____)__________________ 
 
Family Dentist:  _________________________________________________         Phone: (____)__________________ 
 
Specialists:______________________________________________________        Phone: (____)__________________  
 
 
Parent Consent for Medication Administration, Release of Medical Information and Emergency Treatment 
 
I authorize the school nurse to administer over-the-counter medication, as needed, and as per package dosage and schedule recommendations 
(exceptions noted on back of form). 
 
I authorize the school nurse to administer prescribed medication as ordered.  I will supply medication in the original container with a pharmacy 
issued label and accompanied with a physician’s order. 
 
I permit medical information to be shared as appropriate, with involved school staff, faculty and coaches. 
 
I permit the school nurse, or principal designee, to care for my child/children if illness occurs during the school year.  I authorize the school 
nurse or designated staff to obtain emergency treatment for my child/children if unable to contact a parent/legal guardian.    
 
I permit the school nurse to contact my child/children’s health care provider for medical direction, immunizations and information updates. 
 
 
______________________________________________               ____________________________                    ____________________ 
Signature                                                Relationship                                                   Date  
        

*Please complete reverse 
 



Student Name:________________________________________________      _______    ___________     _______    _______ 
               First,  Last                                                                                                         Gender         Date of Birth             Grade         Room  
 
                                  
                                                  Yes   No                                       
1. Life Threatening Allergy                    
2. Allergy to Bee Sting 
3. Asthma  
4. Diabetes 
5. Epilepsy/Seizure 
6. Heart Disorders/Murmur 
7. Skin Disorders/Eczema 
8. Migraine Headaches 
9. Fractures/Bone Disease 
10. Recurrent Ear Infections                                                              

 

                                    Yes  No 
11. Head injury 
12. Fainting 
13. Glasses/contacts 
14. Braces/retainers 
15. Hearing aids 
16. Please explain “yes” below 
 

Please check Yes/No next to each  
over-the-counter medication your  
child is permitted to take: 
                                        Yes  No 
1. Acetaminophen (Tylenol) 
2. Ibuprofen (Motrin) 
3. Antacids (child strength) 
4. External ointments, sprays 
5. Cough drops/lozenges 
6. Sterile eye drops 
7. Wound washes  
You will be notified when med given at school 
   

Please explain any “yes” answers, noting question number_______________________________________________________________ 
_________________________________________________________________________________________________________________ 
Food/Drug Allergies:______________________________________________________________________________________________ 
 
Medications currently being taken: (for more medications, attach additional sheet) 
Med#1:____________________Dose/Time taken each day:_________Reason for taking:_________________________________   
Med#2:____________________Dose/Time taken each day:_________Reason for taking:_________________________________ 
 
 
 
Student Name:______________________________________________      _____    _________     _____    _____ 
            First,  Last                                                                                                Gender       Date of Birth        Grade       Room  
 
                                
                                                  Yes   No                                       
17. Life Threatening Allergy                    
18. Allergy to Bee Sting 
19. Asthma  
20. Diabetes 
21. Epilepsy/Seizure 
22. Heart Disorders/Murmur 
23. Skin Disorders/Eczema 
24. Migraine Headaches 
25. Fractures/Bone Disease 
26. Recurrent Ear Infections                                                              

 

                                    Yes  No 
27. Head injury 
28. Fainting 
29. Glasses/contacts 
30. Braces/retainers 
31. Hearing aids 
32. Please explain “yes” below 
 

Please check Yes/No next to each  
over-the-counter medication your  
child is permitted to take: 
                                        Yes  No 
1. Acetaminophen (Tylenol) 
2. Ibuprofen (Motrin) 
3. Antacids (child strength) 
4. External ointments, sprays 
5. Cough drops/lozenges 
6. Sterile eye drops 
7. Wound washes  
You will be notified when med given at school 
   

Please explain any “yes” answers, noting question number_______________________________________________________________ 
_________________________________________________________________________________________________________________ 
Food/Drug Allergies:______________________________________________________________________________________________ 
 
Medications currently being taken: (for more medications, attach additional sheet) 
Med#1:____________________Dose/Time taken each day:_________Reason for taking:_________________________________   
Med#2:____________________Dose/Time taken each day:_________Reason for taking:_________________________________ 
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