Saint David’s School
12 East 89" Street » New York, NY 10128

2008-2009 HEALTH FORM
Return by July 31, 2008

Student’s Name Date of Birth Grade Entering
in September

CONTACT INFORMATION

Parent #1 Name Parent #2 Name

Address Address

Home Phone Home Phone

Business Phone Business Phone

Cell Phone Cell Phone

Pediatrician Name Phone

Emergency Contact (if parent cannot be reached)
Name Phone

Address Relationship to Student

Preferred Hospital

HEALTH INFORMATION

Does your child have allergies? Y[ N[ ] To what?

Describe allergic reaction:

Treatment:

Special Medical Problems (i.e. — Asthma, ADHD, Diabetes):

Is your child seeing a counselor/psychologist/psychiatrist? Y[ ] N[ ]
Name

Phone

PRESCRIPTION MEDICATIONS

Medications/dose currently taken at home:

Prescription Medications to be dispensed/kept at school:

CONSENT FOR RELEASE OF MEDICAL INFORMATION AND EMERGENCY TREATMENT

All reasonable attempts shall be made to maintain your child’s medical confidentiality, but medical information may be shared with
involved school staff as necessary in the best interest of your child. In case of an emergency all reasonable attempts will be made to
reach your child’s parent/guardian and physician immediately and advise them of the situation.

In the event I cannot be contacted and the Saint David’s School staff deems that my child requires emergency treatment, I give consent
to Saint David’s School to take my child to the nearest medical facility for medical evaluation.

Parent/Guardian Signature Date
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Saint David’s School
12 East 89" Street » New York, NY 10128

PHYSICAL EXAMINATION
(to be completed by physician)

Student's Name Date of Birth

VITAL SIGNS AND SCREENINGS

Height Weight Vision: Right Left

BP Pulse Hearing: Right Left

Scoliosis screening

Lead Level (required for all pre-school and kindergarten age children by the Bureau of Day Care) pug/dL

PAST MEDICAL HISTORY

Significant Past Illnesses/Dates (i.e — Chicken Pox, Fifth Disease, etc)

Surgical Operations/Dates

Fractures

CURRENT MEDICAL STATUS

Physical Exam: WNL

If abnormal, please describe

Allergies - Drug

Allergies — Food

Allergies — Environmental

Asthma: Pattern and Characteristics of Occurrence:

Peak Flow: Medication(s):

Current Medical Problems

New Immunizations

RECOMMENDED ACTIVITY LEVEL: Full Limited

If limited, please explain

I have examined this student and have found him physically fit to attend school and participate in physical education and/or
sports activities.

Signature of Examining Physician Date

*Office Stamp:

APH 3/08



