
PARENT’S SIGNATURE _______________________________________   DATE _____________________

Date Printed:

STUDENT’S NAME _______________________________ GRADE _________ DOB__________________

Greenwich Academy

Student Health Form

DENTIST’S NAME: ______________________________________ Phone __________________________
HEALTH INSURANCE ___________________________________   ID # ___________________________

2) Name ________________________ Relationship _______________ Phone _________________________
1) Name ________________________ Relationship _______________ Phone _________________________

FatherÕs Name ______________________________ MotherÕs Name  ________________________________
Address ___________________________________ Address _______________________________________

Home Phone _______________________________ Home Phone ____________________________________
Work Phone _______________________________ Work Phone ____________________________________
Cell Phone _________________________________ Cell Phone _____________________________________

PHYSICIAN’S NAME: ____________________________________ Phone __________________________

EMERGENCY CONTACTS: (if parents cannot be reached)

MEDICAL INFORMATION

Does your child have allergies?      To What: __________________ Anaphylaxis?
Describe allergic reaction/treatment: ___________________________________________________________
Any medical problems/conditions we should be aware of (ie.asthma)__________________________________

Medications currently taken at home: __________________________________________________________
Medications to be dispensed at school*_________________________________________________________

*Prescriptions must be in a pharmacy labeled container accompanied by a doctorÕs note*

THE SCHOOL NURSE MAY ADMINISTER TO MY CHILD THE FOLLOWING MEDICATIONS

AS NEEDED: (please check)

CONSENT FOR MEDICAL TREATMENT

In an emergency situation every effort will be made to contact the parent or family physician. In the event
that neither can be reached promptly, I hereby give Greenwich Academy the authority to obtain any
necessary medical treatment for my child. I give my permission to the school to release medical
information as appropriate to school staff/faculty in regards to school activities.

STUDENT INFORMATION SHEET TO BE FILLED OUT BY PARENTS
Please return by August 1st

Time Printed:26/1/2006 2:51:38 PM

Yes No Yes No

Advil

Tylenol

Benadryl

Tums

Throat Lozenge

6/1/2006

Page 2

CLASS OF

PHYSICAL EXAM FORM TO BE COMPLETED BY PHYSICIAN

Date Printed: Time Printed:26/1/2006

STUDENT’S NAME ________________________________________________ DOB __________________

2:51:38 PM

Height _______________ Weight _________________ BP ________________ Pulse ____________________
Vision:  R ________________  L ________________  (with/without glasses) Contacts ___________________
Hearing:  R ________________ L ________________ Scoliosis Screening _____________________________

PHYSICAL EXAM: WNL ___________________________________________________________________
If any abnormal findings please describe _________________________________________________________

ALLERGIES: _____________________________________________________________________________

Asthma: Pattern of occurrence _________________________________________________________________
Peak flow ________________ Medications ______________________________________________________

Current medical problems ____________________________________________________________________
Significant past illnesses _____________________________________________________________________

IMMUNIZATIONS: Please list all dates

DPT,DT ________________________________________________ TETANUS _______________________
MMR __________________________________________________ MEASLES ________________________
POLIO _________________________________________________ MUMPS _________________________
HIB ____________________________________________________ RUBELLA _______________________
PPD _____________  CHICKENPOX Ð DISEASE ___________ VARICELLA VACCINE ______________
HEPATITIS B  1) ___________ 2) ___________ 3) ___________
OTHER__________________________________________________________________________________
Activity full __________________ Activity limited (explain)
________________________________________
I HAVE EXAMINED THIS STUDENT AND HAVE FOUND HER PHYSICALLY FIT TO
PARTICIPATE IN PHYSICAL EDUCATION/SPORTS. THE STUDENT MAY BE GIVEN THE
NON-PRESCRIPTION MEDICATIONS AS NEEDED INDICATED BY THE PARENTS ON
THE FRONT OF THIS FORM.

PHYSICIAN’S SIGNATURE _______________________________________ DATE __________________

(PhysicianÕs Stamp)

DOB



PARENT’S SIGNATURE _______________________________________   DATE _____________________

Date Printed:

STUDENT’S NAME _______________________________ GRADE _________ DOB__________________

Greenwich Academy

Student Health Form

DENTIST’S NAME: ______________________________________ Phone __________________________
HEALTH INSURANCE ___________________________________   ID # ___________________________

2) Name ________________________ Relationship _______________ Phone _________________________
1) Name ________________________ Relationship _______________ Phone _________________________

FatherÕs Name ______________________________ MotherÕs Name  ________________________________
Address ___________________________________ Address _______________________________________

Home Phone _______________________________ Home Phone ____________________________________
Work Phone _______________________________ Work Phone ____________________________________
Cell Phone _________________________________ Cell Phone _____________________________________

PHYSICIAN’S NAME: ____________________________________ Phone __________________________

EMERGENCY CONTACTS: (if parents cannot be reached)

MEDICAL INFORMATION

Does your child have allergies?      To What: __________________ Anaphylaxis?
Describe allergic reaction/treatment: ___________________________________________________________
Any medical problems/conditions we should be aware of (ie.asthma)__________________________________

Medications currently taken at home: __________________________________________________________
Medications to be dispensed at school*_________________________________________________________

*Prescriptions must be in a pharmacy labeled container accompanied by a doctorÕs note*

THE SCHOOL NURSE MAY ADMINISTER TO MY CHILD THE FOLLOWING MEDICATIONS

AS NEEDED: (please check)

CONSENT FOR MEDICAL TREATMENT

In an emergency situation every effort will be made to contact the parent or family physician. In the event
that neither can be reached promptly, I hereby give Greenwich Academy the authority to obtain any
necessary medical treatment for my child. I give my permission to the school to release medical
information as appropriate to school staff/faculty in regards to school activities.

STUDENT INFORMATION SHEET TO BE FILLED OUT BY PARENTS
Please return by August 1st

Time Printed:36/1/2006 2:51:38 PM

Yes No Yes No

Advil

Tylenol

Benadryl

Tums

Throat Lozenge

6/1/2006

Page 3

CLASS OF

PHYSICAL EXAM FORM TO BE COMPLETED BY PHYSICIAN

Date Printed: Time Printed:36/1/2006

STUDENT’S NAME ________________________________________________ DOB __________________

2:51:38 PM

Height _______________ Weight _________________ BP ________________ Pulse ____________________
Vision:  R ________________  L ________________  (with/without glasses) Contacts ___________________
Hearing:  R ________________ L ________________ Scoliosis Screening _____________________________

PHYSICAL EXAM: WNL ___________________________________________________________________
If any abnormal findings please describe _________________________________________________________

ALLERGIES: _____________________________________________________________________________

Asthma: Pattern of occurrence _________________________________________________________________
Peak flow ________________ Medications ______________________________________________________

Current medical problems ____________________________________________________________________
Significant past illnesses _____________________________________________________________________

IMMUNIZATIONS: Please list all dates

DPT,DT ________________________________________________ TETANUS _______________________
MMR __________________________________________________ MEASLES ________________________
POLIO _________________________________________________ MUMPS _________________________
HIB ____________________________________________________ RUBELLA _______________________
PPD _____________  CHICKENPOX Ð DISEASE ___________ VARICELLA VACCINE ______________
HEPATITIS B  1) ___________ 2) ___________ 3) ___________
OTHER__________________________________________________________________________________
Activity full __________________ Activity limited (explain)
________________________________________
I HAVE EXAMINED THIS STUDENT AND HAVE FOUND HER PHYSICALLY FIT TO
PARTICIPATE IN PHYSICAL EDUCATION/SPORTS. THE STUDENT MAY BE GIVEN THE
NON-PRESCRIPTION MEDICATIONS AS NEEDED INDICATED BY THE PARENTS ON
THE FRONT OF THIS FORM.

PHYSICIAN’S SIGNATURE _______________________________________ DATE __________________

(PhysicianÕs Stamp)

DOB


