FORT BRAGG SCHOOLS

HEALTH INFORMATION AND MEDICAL PERMISSION

CHILD’S NAME ______________________________________________ SEX _____ BIRTHDATE _______________________
                                           (LAST)                                           (FIRST)                             (MI)                                                                     M              D              Y
ADDRESS ______________________________________________________________ PHONE # __________________________
SPONSOR’S NAME AND RANK _______________________________________________ SSN __________________________
SPONSOR’S UNIT __________________________________________________________ WORK # _______________________
SPOUSE’S NAME __________________________________________________________  WORK # _______________________
EMERGENCY CONTACT NAMES 
(1) ________________________________________________________________________ PHONE # _______________________
(2) ________________________________________________________________________ PHONE # _______________________
IMMUNIZATIONS:  Army regulations (AR 40-562, CH. 4-3) require that all students have proof of childhood immunizations.  A copy of the child’s immunization records or a medical/religious exemption statement must be provided.  If not provided within 30 days of school admission, the student will be withdrawn until such evidence is furnished to the school.  All Pre-K and Kindergarten students must have a physical completed within 30 calendar days of entering school.
HEALTH INFORMATION:  Indicate by a check mark if the student has had or currently has any of the following conditions.  (Please explain below and be specific regarding allergies.)  
□  Asthma


□  Eczema

□  Chicken Pox​ (m/d/yr)  ______________
□  Speech Problem

□  Allergies (list below)
□  Meningitis

□  Eye Problem



□  Hearing Problem

□  Heart Disease

□  High Fevers

□  Glasses/Contacts


□  Frequent Ear Infections 

□  Bleeding Problem

□  Seizures

□  Last Eye Exam(m/d/yr) _____________
□  Developmental Delay  □  Sickle Cell

□  Orthopedic Problem
□  Dental Problem


□  Attention Problem
□  Diabetes


□  Premature Birth
□  Special Diet
 


□  Behavioral Problem
Ever hospitalized?  Yes___ No___ How Long? __________When/Why? __________________________________________________________
Is student taking prescribed medication? Yes___ No___ Name of Med__________________________ Dosage___________________________
Are there any restrictions on student’s activities?  Yes___ No___ Comments ______________________________________________________
Allergies (please list) _____________________________________________________________________________________________________  
Other Health Information or Handicap______________________________________________________________________________________
MEDICAL PERMISSION:
        I hereby authorize Fort Bragg Schools to provide appropriate health care to my child, including first aid and emergency treatment as needed.  I understand that first aid measures may include the use of over-the-counter creams, ointments or antiseptics if judged necessary by the nurse for minor cuts, scrapes, insect bites or other non-emergency occurrences. 

        I understand that in case of a medical emergency or illness requiring removal of the student from school, every effort will be made by Fort Bragg Schools to contact one of the following:  my spouse, emergency contact listed above or me.  The effort will be made as soon as possible after the condition is discovered.  I have provided and will keep current the emergency contact names and telephone numbers that are listed above.
        I understand that medication will not be administered to my child unless it is required by a doctor’s prescription.  A Physician’s Medication Form must be completed and signed by the prescribing physician and myself prior to medications being administered.  Medication must be brought in by the parent/guardian in an appropriately labeled medication container.
        I hereby give permission for my child to participate in vision/hearing screening, dental screening, pediculosis screening (head lice) and any other school health programs. 

PARENT/GUARDIAN SIGNATURE ______________________________________________________ DATE __________________________ 
Verified by _____________________________________________________________________________ DATE _______________________​___
 Revised 02/04
