BATH COUNTY PUBLIC SCHOOLS

	Bath County High School

464 Charger Lane   Hot Springs, VA  24445

540-839-2431
	Valley Elementary School

98 Panther Drive   Hot Springs, VA  24445

540-839-5395
	Millboro Elementary School

411 Church Street   Millboro, VA  24460

540-997-5452   /   540-839-5804


STUDENT EMERGENCY CARE / HEALTH HISTORY FORM

(Please complete this form and return to your child’s school as soon as possible.)

	CHILD'S NAME:
	
	SEX:
	M    or    F

	
	Last
	First
	Middle

	
	
	
	

	BIRTHDATE:
	/           /
	SS#:
	             /           /          
	GRADE:
	
	SCHOOL:
	

	
	   Month      Day         Year
	HOMEROOM TEACHER:
	

	
	

	NAME of PARENT/GUARDIAN CHILD RESIDES WITH & RELATIONSHIP TO CHILD:
	

	
	Email Address:
	

	
	

	CHILD’S MAILING ADDRESS:
	

	                                                                                                  Street, PO Box, etc.
	City                                                        Zip Code

	CHILD’S PHYSICAL HOME LOCATION (road, landmark, etc.)
	

	
	
	
	

	MOTHER'S NAME:
	
	HOME PHONE #:
	

	
	
	
	

	MOTHER’S EMAIL ADDRESS:
	
	CELL PHONE #:
	

	
	
	
	

	MOTHER’S MAILING ADDRESS:
	

	
	          Street, PO Box, etc.                                                                                  City                                                      Zip Code

	MOTHER WORKS AT:
	
	WORK PHONE #:
	

	
	

	FATHER’S NAME:
	
	HOME PHONE #:
	

	
	
	
	

	FATHER’S EMAIL ADDRESS:
	
	CELL PHONE #:
	

	
	

	FATHER’S MAILING ADDRESS:
	

	
	          Street, PO Box, etc.
	                   City
	                                          Zip Code

	FATHER WORKS AT:
	
	WORK PHONE #:
	

	
	
	
	

	TYPE OF TRANSPORTATION:
	BUS #:
	
	VEHICLE (License #):
	

	
	
	
	

	EMERGENCY CONTACT PERSON(s) IF PARENTS CANNOT BE REACHED:

	
	

	1.  NAME:
	
	HOME #:
	

	
	
	
	

	Relationship to Child:
	
	WORK #:
	

	
	
	
	

	2.  NAME:
	
	HOME #:
	

	
	
	
	

	Relationship to Child:
	
	WORK #:
	

	
	
	
	
	
	

	3.  NAME:
	
	HOME #:
	

	
	
	
	

	Relationship to Child:
	
	WORK #:
	

	
	
	
	

	FAMILY PHYSICIAN:    Dr.
	
	OFFICE #:
	

	
	
	
	

	DENTIST:    Dr.
	
	OFFICE #:
	

	
	
	
	
	

	DATE OF LAST PHYSICAL:
	
	DATE OF LAST DENTAL EXAM:
	

	
	
	
	
	

	YOUR CHILD HAS THE FOLLOWING HEALTH INSURANCE (please check all that apply):

	
	
	
	
	

	
	_____Private Insurance
	_____Medicaid
	_____FAMIS
	_____None

	
	
	
	

	Company:
	
	Policy #:
	

	
	
	
	
	

	Have you applied for your child to receive Medicaid or FAMIS within the last 3 months?
	_____YES   _____NO


** COMPLETE HEALTH HISTORY and EMERGENCY CARE PERMISSION on REVERSE SIDE **

BSBO 45A  (03/13/08)
HEALTH HISTORY and EMERGENCY CARE PERMISSION

PLEASE CHECK ALL THAT APPLY
	Allergies / Hayfever (list below)
	
	Cerebral Palsy
	
	Hepatitis
	
	Orthopedic / Bone
	

	Bee Sting / Insect Allergy
	
	Chicken Pox
	
	Hernia
	
	Psychological / Psychiatric Treatment
	

	ADD / ADHD
	
	Convulsions / Seizures
	
	Hives
	
	Scoliosis
	

	Anemia (include Sickle Cell)
	
	Cystic Fibrosis
	
	Hypertension
	
	Skin Disorders
	

	Arthritis
	
	Diabetes
	
	Lead Exposure
	
	Lung Disease / Tuberculosis
	

	Asthma (give details below)
	
	Food Allergy (list below)
	
	Speech 
	
	Spina Bifida
	

	Back / Neck Injury
	
	Head Injury / Concussion
	
	Measles
	
	Medication Allergies / Reaction (list below)
	

	Bladder / Kidney Disease
	
	Headaches
	
	Surgery 
	
	Vision Loss / Correction
	

	Bleeding / Clotting Disorder
	
	Hearing Loss
	
	Mononucleosis
	
	Hepatitis B Vaccine Completed
	

	Cancer / Leukemia
	
	Heart Condition / Murmur
	
	Mumps
	
	Varicella (Chicken Pox) Vaccine
	


	Please give details / dates of all conditions checked above:
	

	

	

	

	
	
	
	
	
	
	

	Is student currently under medical treatment?
	
	YES
	
	NO
	Explain:
	

	

	

	

	
	
	
	
	
	
	

	Other health/medical conditions not covered on this form:
	

	

	

	

	
	
	
	
	
	

	Is student taking medication (prescription or over-the-counter)?
	
	YES
	
	NO
	

	If yes, complete the following:

	Name:
	
	Dosage:
	
	Reason for Use:
	

	
	
	
	
	
	

	Name:
	
	Dosage:
	
	Reason for Use:
	

	
	
	
	
	

	Other Allergies and Reactions (not listed above):
	

	

	

	
	

	

	I give permission for my child to have the following medications if the nurse/school personnel feel it is necessary.  I understand and accept that the Bath County School Board, its employees, agents or designees are not responsible for any effects of the medication administered.  

	

	

	Neosporin
	
	YES
	
	NO
	Anti-Itch Cream 
	
	YES
	
	NO
	Cough Drops/
Sore Throat Lozenges
	
	YES
	
	NO

	

	I give permission for the school nurse to share information with administration and faculty regarding health problems that may require emergency intervention (insect allergy, food allergy, asthma, etc.).
	
	YES
	
	NO

	
	
	
	
	

	I give permission for the school nurse to exchange health information, including immunizations, with my child’s health care provider.
	
	YES
	
	NO

	
	
	
	
	

	I give permission for my child to be transported to the hospital and treated in the event of an emergency, with the understanding that all expenses incurred will be my responsibility.
	
	YES
	
	NO

	
	
	

	PARENT/GUARDIAN SIGNATURE
	
	DATE


BSBO 45A  (03/13/08) 
