
 

 

Earthwarden Program 
 

Student’s Team:_________________________________           Homeroom:______________ 

Student’s Name:_________________________________  Date of Birth:_____________ 

Adult’s Name:___________________________________          Date of Birth:_____________ 

Phone (Home):__________________________________          (Cell): __________________________ 
 
Please list two people we may contact in case of an emergency: 

Name Home Phone Cell Phone 
   
   

 
Please list any medication taken routinely that will need to be taken at Deer Valley: (Please note 
that teachers will not be permitted to administer medications to your child.  A firm commitment of your attendance 
will be needed in order for the district to best plan to meet your child’s medication needs.) 
 

Student Adult 
Medication Amount Time Given Medication Amount Time Given 

      
      
      
      

 

 
Student Adult 

Yes No Yes No 

May we give this information to the hospital in an emergency situation?     

In case of an emergency, may we have your permission to transport the 
student or adult to Meyersdale Medical Center? 

    

In case of emergency, may we have your permission to call a doctor and 
have the student or adult attended and treated?                        

    

If the student has a PCP, may we call his/her office?   *If yes, see below 

Physician’s Name:_____________________________________          Phone:________________________ 

         
Circle if the student is permitted to be given any of the following:  

Ibuprofen    Tylenol   or ____________________      



 

 

 

Do you have any dietary restrictions? Please check any of the following that apply: 
 Student Adult Notes: 

Vegetarian Meals:    

Gluten-Free Meals:   

Nut Allergy:   

Dairy:   

Other:  
 

  

 
 
Please list any allergies, sleeping concerns, recent surgeries, and/or physical restrictions that 
may affect student and/or adult: 
 

   Student               Adult                   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

I hereby verify that the health information provided on this form is accurate to the best of 
my knowledge.  
 
Parent Signature:________________________________________  Date:____________________ 
 

Please return this form to your child’s homeroom teacher. Thank you! 


