HUMBOLDT UNIFIED SCHOOL DISTRICT #22[image: ]
 EMERGENCY MEDICAL INFORMATION    
SCHOOL YEAR: 2026-27

	BMHS
	BMMS
	PRMS
	MVES
	LVES
	GES
	CSES
	HES
	LTS



	Student’s Name:
	Grade:	Teacher:

	Date of Birth:
	Sex:
	M
	/  F
	

	Last School Attended:
	Has your child ever attended any school within the Humboldt Unified School District? If yes, which one did your child attend last?

	Home Street Address:
	Primary Phone #: (      )
	
	
	
	

	
	Secondary Phone #: (
	
	)
	
	

	Mailing Address:

	Priority #1 Parent /Legal Guardian Name:

	Relationship:
	Primary Phone #: (	)

	
	Secondary Phone #: (
	
	)
	
	

	Priority #2 Parent /Legal Guardian Name:

	Relationship:
	Primary Phone #: (	)

	
	Secondary Phone #: (
	
	)
	
	


PLEASE GIVE THE NAMES OF RELATIVES OR FRIENDS, IN THE LOCAL AREA, WHO WILL ASSUME RESPONSIBILITY FOR YOUR CHILD IN THE EVENT YOU CANNOT BE REACHED OR IN CASE OF ILLNESS OR AN EMERGENCY.

Your child will not be released to any other person without your written permission.
PLEASE NOTIFY THESE PERSONS OF THESE ARRANGEMENTS. IN CASE OF ANY CHANGE, PLEASE NOTIFY THE SCHOOL IN WRITING.
	Priority #3
	Name:
	Phone #: (	)

	
	Relationship:

	Priority #4
	Name:
	Phone #: (	)

	
	Relationship:

	Priority #5
	Name:
	Phone #: (	)

	
	Relationship:



Health Insurance Provider:  AHCCCS	Private 	Partners for Healthy Students 	None: 	

	Family doctor:
	Phone #: (	)

	Family dentist:
	Phone #: (	)



	I give permission for the Humboldt Unified School District to secure emergency medical treatment for my child as needed. Every effort will be made to contact the parent or guardian as soon as possible.

	I give permission for my child to be transported to the nearest emergency medical facility, by whatever means necessary, to secure further emergency care as determined by the school district.

	I give consent for treatment as necessary for my child, as determined by my family physician or physician rendering services at the medical facility.


[image: ]	
Signature of Parent / Legal Guardian: 		Date: 	
[image: ]

STUDENT’S NAME: 	
Please indicate in the space below any current allergy or medical problem which may affect the treatment of your child. (If a question does not apply, please fill in the blank with “N/A” or “Not Applicable”:

	Current medical problems:

	MEDICATIONS* currently being taken, either at home or at school:

	Allergies to any medication:

	Food /Other allergies (Please complete Physician’s request for diet modification form):

	Hospitalizations/Accidents/Surgeries/Prior Major Illness or Diagnosis:



Has your child had or currently have any of the following conditions? YES or NO. If YES, at what age?
	
History of:
	
Yes
	
	
No
	
	
Age:
	
	Current Condition Y/N?
	
	
History of:
	
Yes
	
	
No
	
	
Age:
	
	Current Condition Y/N?

	Asthma:
	
	
	
	
	
	
	
	
	Migraines:

	
	
	
	
	
	
	

	ADD/ADHD:
	
	
	
	
	
	
	
	
	Heart Condition:
	
	
	
	
	
	
	

	Anemia:
	
	
	
	
	
	
	
	
	Speech Problems:
	
	
	
	
	
	
	

	Anxiety:
	
	
	
	
	
	
	
	
	Orthopedic
Problems:
	
	
	
	
	
	
	

	Depression:
	
	
	
	
	
	
	
	
	History of Chicken
Pox:
	
	
	
	
	
	
	

	Emotional Problems:
	
	
	
	
	
	
	
	
	Irritable Bowel
Syndrome (IBS):
	
	
	
	
	
	
	

	Diabetes:
	
	
	
	
	
	
	
	
	Urinary Tract
Infections (UTIs):
	
	
	
	
	
	
	

	Insulin dependent:
	
	
	
	
	
	
	
	
	Kidney Disease:
	
	
	
	
	
	
	

	Convulsions/Seizures
	
	
	
	
	
	
	
	
	Past Head Trauma:
	
	
	
	
	
	
	

	Hearing aid(s): right/left
	
	
	
	
	
	
	
	
	With Concussion?
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	With Seizures?
	
	
	
	
	
	
	

	Ear Infections:
	
	
	
	
	
	
	
	
	Impaired Physical
Mobility
	
	
	
	
	
	
	

	Ear Tubes
	
	
	
	
	
	
	
	
	
	Vision: Contacts?
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	Vision: Glasses?
	
	
	
	
	
	
	

	Additional concerns or explanations?

	Are there any restrictions for your child in physical education or other physical activities?	YES / NO	(circle one)

	If yes, why and what are the restrictions?

	MEDICATION REMINDERS:
1. All medicine in original containers needs to be brought to the nurse by parent/guardian---Not by the student.
2. Prescription medications	Forms for physician completion may be obtained in the nurse’s office.
3. Over the counter medications	Medication supplied by the parent/guardian in the original, unopened container. The
medication will be administered after the proper form is completed giving written permission by the parent/guardian.
4. If the medication is needed for more than three consecutive days, a doctor’s permission is required.

	ARS 15-344 & 15-344.01 MEDICATION MAY NEVER BE CARRIED BY THE STUDENT EXCEPT FOR ASTHMA INHALERS, EPI-PENS AND/OR DIABETIC MEDICATIONS WITH WRITTEN INSTRUCTIONS FROM THE PHYSICIAN AND SIGNATURE OF THE PARENT.
DOCTOR PERMISSION AND STUDENT CONTRACT FORMS ARE IN THE NURSE’S OFFICE.


[image: ]
	Other Medication Information:
On occasion, an over counter medication/first aid treatment may be needed. Circle any of the following that you DO NOT want administered to your child.
[bookmark: _heading=h.gjdgxs]Acetaminophen / Tylenol        Anbesol / Orajel        Zyrtec        Hydrocortisone Cream      Liquid Band aid 
    Ibuprofen	  Antiseptic		Carmex / Vaseline / Lip Balm	      Calamine Lotion          Eye Wash
Antacid/Tums        Sting Kill Swabs        Chloraseptic       Antibiotic Ointment      Aloe Vera       Cough Drops

	 YES	 NO

(Check One)

	I consent for the above information to be shared with staff that are supervising, caring for and educating my child.



Signature of Parent / Legal Guardian: 		Date: 	[image: ]
[image: ]
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