


In the ca$e of an accident or serious illnes, I request the school to contact me. If the school is unable to reach me, I hereby 
authorize the school ·to cafl the-pfiysicianlndicated below and to follow his/her .iristructiorisf. If it is impossible to contact the 

physician, the school may make whatever arrangements seem necessary. 
·: Physician Name: Physician's Office Name: 
C:: 
as 

:� Physician's Office Number: Physician's Office Address (City, State) .. 

·.:.;· Please check or list any medical/mental health diagnoses/concerns which may effect the student's progress in scnool, sports, 
<� etc. (Check ALL that apply) : . · 

�\ D Asthma If che·cked,·does the student use ·an ilihaiefr? , •.. Ores□ No D Daily Meas
); _, □ Seizures If checked, is the student or

i'daUy·medication?. GesD No.\.□ Daily Meds 
.:.-:1----=�-----+---------------------------1�--......,..---------------. 

a □ Diabetes If checked, is the studen,t insulin dependent?
16 Recent Illness/Hospitalization/Surgery (Describe): = , . ·, 

' • · ···De's□ N6 · 
 
· · □ .. Dail/Mecis 

J2 ........ _________________________________________ --t 

� Other Medical/Mental Health Diagnoses/Concerns (Describe): 
5 ii----------------------•--_ .. ---------------------·--1·
::E D Mild or - D Severe Allergies. If Checked, please check the type below:
}; D Food/Environmental D Insect Stings/Bites: D Medicines/Drugs: Allergies Require:
.) Specify: Specify: Specify: OEpiPen O Benadryl

! oo� 
.;:'. Does your child wear? Check all that apply. D Glasses . ·, . D Conta'cts D · Hearing Aids
The School Nurse will assist parents/guardians in obtainh,�f medical help for their student(s). Health problems will be treated ·in a 
confidential manner. You must notifvthe school nurse in.writfna lf vou do NOT want vour student to receive basic first aid 

... _ . . or to participate in one or· more of the activities listed below. '· �: · .. 
:. .. :·• 

School Health' Screenings 'are part of th� ·sctJ9pl H��ith �S-eNi¢etPlaii -�µrsing: assessment�· iirid healthco'uns�tlng .. �fre• a riart ·of
the schedul�� scnl��ings� A studenfmay be .r�fe_�ed by'a"�a�e-nt or schoof staff at any-time :f�r the screenings listed below.; ..

Grade K Grade 1 Grade 3 · Gra�e 6 I give permission to DO� Lafayette School Health Services staff and ·
Hearing Hearing Vision Same as Lafayette County School District staff to share medical information, as

Vision Vision Heigh.t Gra�e 1 needed, in order fo better serve my student. I understand individuals 
who share this information are told of the confidential nature. I am 

�eig,it Scolio�is aware I am to call the School Nurse if my stude_�t's �edical needs 
Weight Weight ..... change 

I declare that the information on this form is true and correct r will n'otify the school office immediately of any changes. A 
. new form is needed for permanent moves. ._ 

. . 

Notariiation of this 'form is· required by hospitals and physicians before they will render medical treatment to the student. 
There is a notary at each school for your convenience. This authorization shall remain in full force and is effective one fiscal · 
year to the next. It may be revoked by written communication to the superintendent of schools of Lafaye�te County, Florida. 

Date:. _____ _ 
State of Florida 

County of Lafayette 

Parent/Guardian Signature: _____________ _ 

The foregoing instruction was acknowledged and signed before me the __ day of 

_________ _. 20 __ _ Notary Public 

My Commission Expires _________ _ 


