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ES YOUR CHILD TAKE DAILY MEDICATIONS?
Permission for medication form signed by a physician and a parent, must accompany prescribed
medications. All medications taken at school must be maintained and administered from the

health office under school personnel supervision.
SPECIFY ALL CURRENT MEDICATIONS (fo include medications taken at home):

HAS YOUR CHILD BEEN HOSPITALIZED? Specify the date and reason:
DATE:D M Y
REASON:

YES[] | No[]

PRIVACY ACT NOTICE

AUTHORITY: Title x, Section 133 7 1076, Title V, Section 301. PRINCIPAL PURPOSE: To record pertinent data concerning student’s health.
ROUTINE USES: Data is collected and entered into the automated School Information Management System for use by professional health and education agencies.
MANDATORY/VOLUNTARY DISCLOSURE/EFFECT OF NON-DISCLOSURE: Voluatary. Without this information school personnel will not be able to provide appropriate

education and health services.
Parent/Sponsor’s Signature: Date:
Parent/Sponsor’s Signature: Date:
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