
R.H. Conwell 

 STUDENT EMERGENCY INFORMATION FORM 
 

Name          Teacher    Gr.  Date of Birth   
 Last  First Middle Initial 
 

Address               
  Street      (mailing if different) 
 

Guardian #1       Home Phone   Cell    
 

Place of Employment (Guaridan #1)     Work Hours  Phone   
 

Guardian #2       Home Phone   Cell    

       

Place of Employment (Guardian #2)     Work hours  Phone   
 

Family E-Mail Address:_____________________________________  Student’s Place of Birth________________________ 
 

Child Resides With         
 

Student Siblings  1______________Age_____,  2______________Age_____,   3______________Age_____, 
 

Alternate Emergency Contact: And are allowed to pick up your child from school in case of illness or early dismissal. 
 

 1st    Relationship   Phone    
 

 2nd    Relationship   Phone    
 

Are there any specific individual(s) who do not have permission to pick up your child? 
 

Yes_____ No_____    If Yes, Name______________________________ Condition_________________________ 
 

MEDICATION STANDING ORDERS: 
 

After careful assessment and if needed, I give my permission for the school nurse under the orders from the R.H. Conwell Physician 

to administer the following medications to my child during school hours and summer school hours if he/she attends: 
 

Apply Calamine lotion for itching if needed.   Yes    No  

Apply Vaseline to dry skin or lips.   Yes    No  

Administer acetaminophen(Tylenol) for mild  discomfort. (according to body weight)  Yes    No   

Administer ibuprofen(Advil/Motrin) for mild discomfort (according to body weight)  Yes    No   

Administer Benadryl for mild allergic reactions (according to body weight)  Yes    No  

Administer cetirizine hydrochloride (Zyrtec) for moderate to severe allergic reaction (according to age) Yes              No  
 

If the school is unable to reach a parent, in case of serious accident or illness, I hereby authorize the school to call my 

child's listed physician and to follow his/her instructions and/or to call 911 and transport my child to the nearest hospital.  
 

Yes    No     Hospital Request/Preference:       

Parent/Guardian Signature X_____________________________            
 

FLUORIDE CONSENT: 
Applying fluoride has been shown to prevent tooth decay by 20%‐40%.  Under supervision, students will rinse their mouths in school 

with 10 ml, which is equal to 2 teaspoons, of 0.2% neutral sodium fluoride solution for one minute each week. The solution is not 

swallowed, but spit out after swishing in the mouth for one minute. The Food and Drug Administration has approved the 0.2% weekly 

sodium fluoride mouthrinse as safe and effective. There are no known adverse effects associated with this procedure. 

The school fluoride mouthrinse program is not meant as a substitute for any other fluoride your child may be getting, either from 

fluoridated water, from the dentist, or by prescription. The mouthrinse program is FREE and voluntary for those students in grade 1 

through grade 6. We encourage your child to participate in this valuable health prevention program.  In order for your child to 

participate you must provide written permission.  
 

____ YES, I want my child to participate in the weekly fluoride mouthrinse program. 

____  NO, I do NOT want my child to participate in the weekly fluoride mouthrinse program. 
  

Parent/Guardian Signature  X________________________________________________  

 Please complete back side of this form. 



  

MEDICAL EMERGENCY RECORD 
Please be as specific and detailed as possible.  It allows us to provide better and more prompt care. 

 

Does Your Child Have Health Insurance Yes___  No ___   Child’s Health Insurance Company ___________________________ 
 

Child's Physician          Phone    
 

Child’s Dentist_____________________________________________  Phone_________________ 
 

Child’s Psychiatrist/Therapist__________________________________ Phone_________________ 
 

Child’s Allergist ___________________________________________  Phone_________________ 
 

Child’s Specialist (other)_____________________________________  Phone_________________ 
 

ALLERGIES: 

 (including bee sting, drug, food,)             
 

Allergy reaction signs/symptoms_______________________________________________________________________ 
 

My child may require an epi-pen for his/her allergy  Yes_______ No_______ 
 

MY CHILD TAKES THE FOLLOWING MEDICATION(S) AT HOME: 

                      
 

PLEASE LIST PAST AND CURRENT HEALTH PROBLEMS, ILLNESSES, OR SURGERIES AND DATES: 

                  
 

PLEASE CHECK ALL THAT APPLY TO YOUR CHILD: 
 

Hearing problem_____  Vision Problem_____  Speech Problem_____  Seizures_____  Asthma_____  Migraines_____   
 

Headaches  _____  Diabetes_____  Food Intolerance_____   Celiac Disease _____  Crohn’s Disease_____  Dental Problems____ 
 

Autism_____      Asperger’s  _____  ADD/ADHD_____  Sensory Integration Disorder_____  Depression_____  Anxiety_____  
 

PTSD _____  Heart Problems_____  Kidney Problems_____  Bowel/Bladder Problems_____  Emotional/Behavioral Problems_____ 
 

Bleeding Disorder  _____  History of Concussion  _____  Eating Disorder  _____  Broken Bone  _____  Sprain/Strain  _____ 
 

Other__________________________________________________________________________________ 

 
 

Is anything else you would like us to know about your child that may help us provide care to him or her during school 

hours?  If so, please share it here: 

                      

                      
 

 I give permission to the school nurse to share my child's diagnosis as well as information relative to my child's 

prescribed treatment for his or her condition, if necessary, with appropriate school personnel and/or after school 

care provider(s).  
 

Yes    No  INITIAL HERE X__________ 

 

 I give permission to the school nurse to have mutual communication with my child’s above listed dentist/physician/or other 

healthcare providers if a problem arises during school time and/or the condition affects activity or learning in school.   
 

Yes    No         INITIAL HERE X__________ 

  

The health/medical information provided above is current and accurate.  If something related to my child’s health changes I/we will 

notify the school nurse.   
 

X_________________________________________   _______________  X_____________ 

Parent/Guardian Signature      Date    Initials 


