LAKES COMMUNITY HIGH SCHOOL
HEALTH HISTORY AND EMERGENCY INFORMATION

PARENTS: In order to insure emergency care for a child taken ill or injured at school, the following information is essential. Completing this
form each year may seem unnecessary to many parents, but addresses, employment, phone numbers, as well as your child’s health,
may change from year to year. It must be signed by a parent or guardian.

Student’s Name Birth Date Grade
HEALTH HISTORY:

Asthma? Any restrictions?

Allergies to food, medicine, insect bites or other?

Does your child have a hearing loss? Wear a hearing aid? Wear glasses/contacts?

Does your child take medicine regularly and for what purpose?

Does your child have any other significant illness, special problem or disability (include emotional), or use any special equipment such
asa brace? Explain:

EMERGENCY INFORMATION

Home Address Phone

Mother’s Name Employer Work # Cell #
Father’s Name Employer Work # Cell #
List below other responsible persons to be notified if unable to reach parents:

1. Relationship Home # Work # Cell #
2. Relationship Home # Work # Cell #
Family Physician Phone #

In the event of an emergency rising out of serious illness or injury, permission is hereby granted to transport my son/daughter to a medical facility, if
necessary, and to provide necessary treatment. | understand that an attempt will be made by the school administration and/or the attending physician
to contact me or my spouse in the most expeditious way possible. If said physician is not able to communicate with me or my spouse, permission is
hereby granted to the attending physician to proceed with necessary medical or surgical treatment in the best interest of my son/daughter, and if
necessary, to admit him/her to a medical facility. Permission is also granted to the athletic trainer, in the absence of a physician, to provide necessary
first aid until such time as a physician is present.

Parent/Guardian Signature Date
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MEDICATION
ADMINISTRATION/SELF-ADMINISTRATION
CONSENT FORM

Name of Student Date of Birth
Address Emergency Phone
School Grade

Part | — Physician’s Statement (This statement may be signed by a physician’s assistant or advance
practice registered nurse having such authority delegated by a supervising/collaborating physician.)

1. Name/type of medication:
2. s the prescribed medication for an asthmatic condition?
3. If the prescribed medication is an epinephrine auto-injector, is the device for immediate self-

administration by a person at risk of anaphylaxis?
4. Dosage/amount to be given:
Route of administration: __
6. Frequency and time of administration, or special circumstances under which the medication or
epinephrine auto-injector is to be administered:
Duration (e.g., week, month, indefinite):
8. Diagnosis, intended effect and anticipated reaction to medication (symptoms, side effects, etc.):

o

~

9. Other medication student is receiving:
10. Other requirements or special circumstances:
11. Must this medication be administered during the school day in order to allow the student to

attend school?
12. s supervised student self-administration authorized?
13. For_asthma medication or_epinephrine auto-injector only* -- Is unsupervised self-
administration authorized?
*Pursuant to Illinois law, upon parental consent, a student who is prescribed asthma medication or an
epinephrine auto-injector may possess and use his/her asthma medication or epinephrine auto-
injector during school or at school-sponsored activities without the supervision of district personnel.

(Physician’s Signature) (Date Signed)

(Address) (Telephone Number)

Part 11— Liability Notice

Community High School District 117 and its employees and agents are to incur no liability, except
for willful and wanton conduct, as a result of any injury arising from the self-administration of
medication or use of an epinephrine auto-injector by the student.

----OVER---



PARENTAL CONSENT FORM

EMERGENCY TREATMENT
I, , parent/legal guardian of , have
enrolled my child in and hereby authorize Dr. , my child’s

physician, or any physician in his or her group practice, on my behalf to administer emergency
medical assistance to my child during school or a school-sponsored activity. In the event my child’s
physician, or any physician in his or her group practice, is not available, or contact with my child’s
physician is not practical under the circumstances, | hereby authorize Community High School
District 117, its employees and agents to provide emergency medical assistance or to arrange for
and consent to on my behalf immediate medical treatment by a licensed or certified physician or
other medical personnel for my child whenever the authorized school personnel believe such
emergency medical assistance is necessary to protect the health, safety and welfare of my child. |
further waive any claims against Community High School District 117, the members of the Board
of Education, its employees and agents arising out of the provision of or arrangement for emergency
medical assistance to my child and agree to hold harmless and indemnify Community High School
District 117, the members of its Board of Education, its employees and agents, either jointly or
severally, from and against any and all liability, claims, demands, damages or causes of action or
injuries, costs and expenses, including attorneys’ fees, resulting from or arising out of the provision
of or arrangement for emergency medical treatment.

Signed Phone # Date

Part I11- Parent’s Request/Approval

I hereby request and grant permission for Community High School District 117 school personnel to
[check one] administer or permit the self-administration of medication to/by my
daughter/son according to the above instructions. | understand that administration by school
personnel may be performed by an individual other than a certificated and registered school nurse,
and | specifically consent to this. | acknowledge that Community High School District 117 is to
incur no liability, except for willful and wanton conduct, arising from the self-administration of
medication or use of an epinephrine auto-injector by my daughter/son. | further waive any claims
against the School District, members of the Board of Education, its employees and agents arising
out of the administration or self-administration of said medication or use of an epinephrine auto-
injector, and agree to hold harmless and indemnify the School District, the members of the Board of
Education, its employees and agents, either jointly or severally, from and against any and all
liability, claims, demands, damages or causes of action or injuries, costs and expenses, including
attorneys’ fees, resulting from or arising out of the administration or self-administration of
medication or use of such epinephrine auto-injector. With respect to student self-administration of
asthma medication or use of an epinephrine auto-injector, this waiver and indemnification are not
applicable to willful and wanton acts to the extent required by law.

For_asthma medication or_epinephrine auto-injector only — I consent to my child’s possession
and unsupervised self-administration of asthma medication: yes no. | consent to my
child’s possession and unsupervised use of his/her epinephrine auto-injector: yes no.

Signed Phone # Date
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