KUTZTOWN AREA SCHOOL DISTRICT
New Hire/[Employee Health Update

In the event of a medical emergency, it is imperative that we have the vital information that would enable us to act
promptly and appropriately. This information will be kept in the HR office and will be confidential. Completion of this
form is voluntary. If you choose not to complete this form please print your name, sign it, and then return.

Employee Name: Birth Date:

Employee Address:

Emergency Contact:

Relationship to Employee: Contact Number:

Family Physician: Phone:

Preferred Hospital:

Please indicate if you have any of the following medical conditions:

Heart Condition High Blood Pressure
Diabetes Seizure Disorder
Thyroid Condition Other (specify)

Please list medications and dosages taken:

Allergies (including medication, food, insects):

List any other condition or concerns you feel are important to pass on to EMS personnel:

I prefer not to release my emergency and medical information.

Employee Signature Date

NOTE: In the event of a work related injury, the Kutztown Area School District policy will be in effect regarding Doctor/Hospital
preference.
September 2014

Kutztown area School District does not discriminate in our educational programs, activities or employment practices, based on race, color, national origin, sex, disability, age, religion, ancestry or any other legally protected classification.
This policy is in accordance with state and federal laws, including Title VI of the Civil Rights Act of 1964, Title IX of the Educational Amendments of 1972, Sections 503 and 504 of the Rehabilitation Act of 1973, the Age Discrimination Act
of 1975, the Americans with Disabilities Act of 1990, and the Pennsylvania Human Relations Act. Information relative to special accommodation, grievance procedure, and the designated responsible official for compliance with Title VI

Title IX and Section 504 may be obtained by contacting the school district. EOE
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