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St. Andrew’s School
350 Noxontown Road
Middletown, Delaware 19709-8512
Phone 302-285-4240  Fax  302-378-8512
E-mail: healthcenter@standrews-de.org

STUDENT INFORMATION AND MEDICAL AUTHORIZATION

ALLERGIES: PAREntS/GuARdIAnS: PLEASE LISt ALL ALLERGIES bELow: 
If thE StudEnt IS not ALLERGIc to AnythInG, PLEASE chEck thIS box. o
o mEdIcAtIon ALLERGIES: _____________________________________________________________________________
o food ALLERGIES:  __________________________________________________________________________________
o SEASonAL ALLERGIES: __________________________ o othER ALLERGIES:  _____________________________

Student’S name ___________________________________________________________________  Gender:   male o      female o
   FIRST   MIDDLE   LAST

Graduation Year: _____________  Student StatuS: o new    o returninG PreSent aGe: _______ Birth date:  _________________
Student resides with:   o Both parents     o Father     o Mother     o Other:  __________________________________________

mother ____________________________________________  father ________________________________________________
Birth date _________________________________________  Birth date  ____________________________________________
lanGuaGe Preference (if not enGliSh)  _____________________  lanGuaGe Preference (if not enGliSh)  ________________________
addreSS ___________________________________________  addreSS ______________________________________________
__________________________________________________  _____________________________________________________
home Phone ________________________________________  home Phone ___________________________________________
BuSineSS Phone ______________________________________  BuSineSS Phone _________________________________________
cell Phone _________________________________________  cell Phone ____________________________________________
e-mail addreSS ______________________________________  e-mail addreSS _________________________________________

If status is other than “Married,” please check all that apply to status of parents: 
o Separated     o Divorced     o Both parents have custody     o Only Mother has custody     o Only Father has custody

Alternative responsible person to be reached in case of emergency if parent/guardian is unavailable:

name _______________________________________________  relationShiP to Student___________________________________
home addreSS________________________________________________________________________________________________  
home Phone ________________________________________  cell Phone ____________________________________________ 
e-mail addreSS ______________________________________  BuSineSS Phone _________________________________________

Medical Treatment/Emergency Treatment Release:  
I hereby authorize St. Andrew’s School and its agents or representatives to consent on my behalf to any medical or hospital care or treatment (including 
at locations outside of the United States) to be rendered to the student upon the advice of any licensed physician.  I also give my permission to 
administer whatever anesthetic may be necessary or advisable during medical or surgical procedures rendered pursuant to this authorization.  I agree to 
be responsible for all charges incurred in connection with any medical treatment rendered pursuant to this authorization. Transportation charges may be 
incurred in regards to delivery of care.
Further, I hereby grant permission to St. Andrew’s School to release any health information pertaining to the student to facilitate diagnosis, care, 
treatment or insurance claims.  In addition, I authorize St. Andrew’s School to release any information pertaining to the above-named alternative 
responsible person, as well as the following individuals: _____________________________________________________________________________
and to discuss such information with any of these individuals to the extent necessary to facilitate the student’s medical treatment or care.
I give permission for the school nurse and my child’s primary care physician ___________________________________ to share information relating to 
                                                                                                                                                                  Name of Physicianthese health forms.
It is understood that this permission is valid as long as the student is enrolled at St. Andrew’s School.
I certify that all information submitted on all health forms is factually accurate and honestly presented. (The student may be dismissed if the information 
you have certified is found to be false.).

_______________________________________________________________________________________________           __________________
                                                                                    Signature of Parent or Guardian                 Date
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This form must be completed by the parent or guardian.
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