For the Parents of Students at St. Mary’s High School

Health and Emergency Update Form 2008-2009

Student’s Last Name ________________________First ___________________ Grade_________

Address ______________________________________________________________
City _____________________________________ Zip__________________ 

Home Phone _____________________________  

□Male
 □Female 

Birth Date_______________________ Birth Place __________________________
Mother’s Name _______________________   Father’s Name ________________________ 

Place of Business _____________________   Place of Business _____________________
Hours & Work Phone ___________________  Hours & Work Phone ___________________ 

Cell Phone __________________________  Cell Phone  __________________________ 

Emergency Contact(s) to take home or to seek medical treatment if parent(s) can not be reached: 

Name _____________________________    Name _______________________________ 

Relation ___________________________  Relation _____________________________ 

Phone Number _______________________  Phone Number _________________________
Health Information 

Does student have a MEDICAL CONDITION that may/will require supervision or restrict activity?
□Yes □No

If yes, please explain: _______________________________________________________________

______________________________________________________________________

______________________________________________________________________

Please note if any of the following conditions pertain to your child: 

□Anemia or Bleeding Disorder
□Pneumonia 


□Kidney Conditions 

□Asthma / Reactive Airway 
□Neurological Condition 
□Mononucleosis 

□Rheumatic Fever


□Tuberculosis 


□Chronic Respiratory Problem 

□Seizure Disorder 


□Heart Condition 


□Surgeries

□Diabetes



□Ear Conditions


□Injuries / Fractures 

Details:___________________________________________________________________________ 

Allergies: □Food _________  □Insect sting ________  □Nut Allergy ________           □Medication ________  □Other___________________________
Please list any medication the student may carry, including over the counter medications such as Tylenol, Motrin, Midol:  _____________________________________________________________

       ****Please keep in mind that a doctor’s order for all medication, including over the counter medication, must be on file in the Health Office.

Name of Doctor __________________________________________  Phone ___________________

Is the student presently under the care of a medical doctor?
   □Yes      □No 

I verify that the above information is true and correct. I will notify the school if any of the above information changes. I understand that this information may be shared with personnel involved with my child. 

Parent/Guardian Signature _______________________________________ Date ______________

Please return to the School Nurse with your student’s Registration materials.

