 (
PUPIL EMERGENCY INFORMATION AND CONSENT FORM
NAME: ________________________________________________    GRADE: ___________________
)



EMERGENCY CONTACTS:  Those living in other households and
WHO ARE NOT THE PARENT / LEGAL GUARDIAN
Please provide at least two (2) local emergency contacts.
               
 (
EMERGENCY CONTACT INFORMATION
)CONTACT #1 (only if parent / legal guardian cannot be reached):
 								Relationship
Name ________________________________________	to Student ________________________

Additional Information ______________________________________________________________

Phones:  Home _________________  Cell _____________________  Work ___________________

)
								Relationship
Name ________________________________________	to Student ________________________

Additional Information ______________________________________________________________

Phones:  Home _________________  Cell _____________________  Work ___________________
CON      CONTACTS # 2 AND 3:
DOCTOR
If you wish to provide the name of your student’s doctor you may do so below.  

Physician Name:  ____________________________________ Phone: _______________________

Name of Practice / Medical Group: ___________________________________________________


 (
PUPIL EMERGENCY INFORMATION AND CONSENT FORM
NAME: ________________________________________________    GRADE: ___________________
)


 (
Are there medications your child is taking at school or at home that you feel the school should be made aware of?  If so, you may list them below:
______________________  ______________________  ______________________ ______________________
 If your student needs to take prescription medication during school hours, the” Student Medication
 Request Release Agreement” is 
available at the school office.  
Does your student have any known allergies that you feel the school should be made aware of?  If so, you may list them below:
Allergy to:  ______________________________ Reaction: ____________________________________________
Allergy to:  ______________________________ Reaction: __
____
______________________________________
Does your student have any other medical condition(s) that you feel the school needs to be aware of?  Examples:  Wear glasses/contacts?  Have heart problems, hearing impairment, asthma or respiratory ailments, convulsions/seizures, diabetes, or any physical activity limitations?  If so, you may list them below: 
_________________________________________________________________________________________________
Please note: Health information may be shared with school personnel to protect the health and safety of your student. By signing below, you indicate your agreement with sharing this information.
Parent/Legal Guardian Signature ____________________________________
__
_  Date
 _________________
_____
) (
Optional 
Health Info
rmation
)























 (
OTC Release
) (
***Over the Counter (OTC) Medication Release***
OTC medications will be provided by the parent / legal guardian.  OTC medication must be in the original container with the na
me of the student, and dosage, 
clearly written on the container.  The school WILL NOT dispense any OTC medication without prior approval of the parent / legal guardian and approval of school officials.
I give my permission for the school to administer acetaminophen (IE:  Tylenol or generic equivalent) or ibuprofen (IE. Advil or generic equivalent)
, 
antacids, cough drops, triple antibiotic ointment, external analgesics (i.e. 
callergy
 lotion, 
solarcaine
 spray, burn gel), 
antifungals
, hydrocortisone cream, 
orajel
, and topical powder to stop bleeding (nose bleeds)
 to my student for the following health problems: Headache, toothache, dysmenorrheal (cramps), musculoskeletal pain and fever (under 100F).  I acknowledge that the provision of this medication by school personnel is an accommodation performed solely upon my request.  
In consideration of the acceptance of this request, I release and waive any and all claims which I now have or may hereafter have against the school, USD 405 and its employees arising out of the provision or failure to provide the medication to the student or any adverse reaction by the student to the 
medication.
   YES ________   NO ________
Parent / Legal Guardian Signature __________________________________________
_  Date
___________________
)












 (
PUPIL EMERGENCY INFORMATION AND CONSENT FORM
NAME: ________________________________________________    GRADE: ___________________
)

 (
School Reach
) (
School Reach
School Reach is a program USD 405 uses to contact parents with a change in schedule or activity, or cancelation of school, late start time, etc.  Please list the contact number which you would like on this automated messenger service.
Student Name____________________________________
Household Name _________________________________
Home Phone _______________________
_  Cell
 Phone ______________________________
)

                       	                            





 

 (
Student name__________________________________ School _____________________
 I give my consent for immunization information to be released to the Kansas Immunization Program for the purpose of assessment and reporting through 
WebIZ
. 
_______________
___________________________
____________________________
Parent/Legal Guardian Signature
Date
) (
I, __________________________________ being the parent or legal guardian of __________________________ a minor, do hereby consent to the photographing and or video taping of my son/daughter by any employee of USD #405, or by a student under the supervision of a district employee for any legitimate instructional and/or educational purpose, including photos used for public relations, videos demonstrating educational programs and other, approved activities which may arise with the school district.
Dated this ______________day of ________________, 2
010
 and valid for the remainder of the 
2010
-
2011
 school 
year
.
) (
Consent for Photographing
 information
) (
FERPA 
 
WebIZ
 Consent
)



