2010-2011
LAKE RIDGE ACADEMY

Upper School
Annual Medical and Emergency Information

Name of Child____________________________________
Birthdate_______________Male/ Female____Grade Level________

Mother__________________________________________
Father___________________________________________________

Place of Employment______________________________
Place of Employment_______________________________________

Home phone______________________________________
Home phone______________________________________________

Work phone______________________________________ 
Work Phone______________________________________________
Cell phone_______________________________________ 
Cell Phone______________________________________________

Address of child___________________________________
City__________________________________Zip_______________

Parent E-mail address




   







BEST DAYTIME CONTACT PERSON and PHONE NUMBER ____________________________________________________
Please list two other people who can be contacted in the event of an emergency when no parent can be reached.

Name________________________________________Relationship________________________Phone Number________________

Name________________________________________Relationship________________________Phone Number________________

Lake Ridge Academy would appreciate your cooperation in completing the report below.  This report will update our medical records and will accompany your child to the hospital in the event of an emergency.

List Allergies (drug, food, environmental) and Student’s Reaction (hives, rash, difficulty breathing, etc.) ____________________________________________________________________________________________________________ ____________________________________________________________________________________________________________

Current treatment of allergies____________________________________________________________________________________

Recent illness or surgery________________________________________________________________________________________

Is there any medical information that should be made known before emergency treatment of this student: (reactions to drugs, allergies, steroid use or daily medication)?

Is the student taking any prescribed medication?   No _________
Yes (list name(s), use, and side effects) _________

____________________________________________________________________________________________________________

If your child will need over-the-counter and/or prescribed medication at school, please complete the Medication Form.  
(This includes asthma inhalers.)
Date of  last tetanus shot _____________________
Do you consider him/her physically able to engage in all school activities?   Yes 

No (describe limitations)


____________________________________________________________________________________________________________
PHYSICIAN’S NAME 


  Phone 







DENTIST’S NAME  


  Phone  







Medical Insurer ___________________________________  Policy Number ______________________________________________
I understand that in the case of an emergency, the school or any of its staff members involved or present will attempt to contact all of the people designated on this form.  In the event that none of them can be reached, however, I hereby authorize Lake Ridge Academy or any of its staff members to secure emergency medical treatment including hospitalization, anesthesia or surgery as necessary for this child.

Mother's signature__________________________________Date Signed_________________________________________________

Father's signature___________________________________Date Signed_​​​________________________________________________ 

>>> See other side<<<
PERMISSION FOR ADMINISTRATION OF

OVER-THE-COUNTER MEDICATIONS

Please indicate by initialing under “Yes” or “No” if you give your permission for your child to be given over-the-counter first aid remedies or treatments for symptomatic relief of common complaints as listed below.  










YES
NO


(Please initial)
(Please initial)


First aid cream or Bactine for cuts and scrapes
________
________


Bee sting swabs for stings or other insect bites
________
________


Calamine or Caladryl lotion for


miscellaneous rashes and itching
________
________


Oral gel for mouth/gum pain
________
________


Cough drops
________
________

Burn spray with Lidocaine
________
________


Tylenol                                                                                                                          ________
________
 


Advil                                                                                                                             ________
________



TUMS for upset stomach                                                                                              ________            ________                                    

Other information that would be helpful to know about this child:__________________________________________________ __________________________________________________________________________________________

__________________________________________________________________________________________
