Kiev Christian Academy

Emergency & Medical Information

Student Name:

Date of Birth: 

Home Phone: 

        Month
Day
    Year

Mobile Phone:



(Father)
(Mother)
Medical Information
Allergies: Please specify if you have occasional or constant allergies to:

Foods: 


Medicines: 


Other substances (i.e. bandaging tape):

Conditions: Please check and give details if you have present or recent problems with:

(  )Asthma  (  )Bronchitis  (  )Diabetes  (  )Seizures (  )Kidney/bladder  (  )Blood/muscle/bones

(  )Vision  (  )Hearing  (  )Speech  (  )P.E. restrictions  (  )Regular medication  (  ) Other – Explain (continue on back if necessary): 

Have you had (  )chicken pox?  (  )measles?  (  )German measles?  (  )mumps?

Hospitalizations: Explain (continue on back if necessary): 
 

What is your blood type? (  )0+   (  )0-   (  )A+   (  )A-   (  )B+   (  )B-   (  )AB
When was the most recent tetanus booster?
 Diphtheria booster?

Medical Care Preference

Your preferences will be followed if at all possible, an exception being made only if your child’s health is placed in serious danger by trying to do so. Please indicate your preference.

Minor first aid involving Medication:

School staff may issue: (  ) Antacids  (  )Ibuprofen  (  )Tylenol  (  )non-aspirin cough drops 
Other:

Non-complicated, non-life threatening Injury which requires treatment at a clinic:

1. Parents will be contacted.

2. If parents cannot be contacted, please indicate your preferences:

Call this ambulance service: 
   Phone:_______________________________

Take child to this facility: 
 
Address: _____________________________
Phone:


Complicated, Life-Threatening Injury: In the case of serious, life-threatening injury, all attempts will be made to contact the parents.  If parents are not able to be contacted immediately, the student will be taken to Boris Clinic.  
In the event that the parents cannot be reached in an emergency, please contact the person named below as soon as possible.  In the case of an emergency, the person noted below has our permission to make any necessary medical decisions for us.

Name
Telephone
Mobile Phone Number

Parent/Guardian Signature: ____________________________________ Date: ____________________
Please attach copy of Immunization Record (if not already on file at school).
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