[bookmark: _GoBack]ASHLAND PUBLIC SCHOOLS 
HEALTH - EMERGENCY INFORMATION 
 
Please read carefully, sign, and return this form to school. 
 
State mandated health requirements include the following:  Physical exams are required in grades PK, K, 4, 7, and 10.  Vision screening occurs annually in grades PK, K-5, 7 and 10.  Hearing screening occurs annually in grades PK, K-3, 7 and 10.  Postural screening occurs annually in grades 5 through 9.  Body Mass Index (BMI) screening occurs annually in grades 1, 4, 7 and 10.  Parents who choose to waive BMI screening must submit a written request to school nurse. 
 
 
Student Name  ______________________________________  DOB  ____________  Grade  ______   Homeroom ___________ 
 
Address  (street)  ____________________________________(town)  ________________________________ Home Phone ____________________ 
 
Student living with:     Parents ___     Father ___     Mother ___     Guardian ___      Foster Parents ___ 
 
Please Circle One:  Mother/Father/Guardian  	 	     Please Circle One:  Mother/Father/Guardian 
Name________________________________________________Name_______________________________________________ 
 
Home Address  _______________________________________  Home Address  _______________________________________ 	 
 
Employer  ___________________________________________  Employer  ___________________________________________ 
 
Work Address  _______________________________________  Work Address  ________________________________________ 
 
Work Phone  _________________________________________ Work Phone  __________________________________________ 
 
Cell Phone___________________________________________ Cell Phone  ___________________________________________ 
 
Email Address ________________________________________Email Address_________________________________________ 
 
Friend/Daycare/Relative who may be asked to dismiss student if unable to locate parents:  
 
Name  _______________________________Relationship  _________________Circle: Cell/Work/Home______________________ 
 
Name  _______________________________Relationship  _________________Circle: Cell/Work/Home _____________________ 
 
Pediatrician  ______________________________________   Phone _________________________________________________ 
Dentist  __________________________________________   Phone _________________________________________________ 
Orthodontist  _______________________________________________   Phone _________________________________________________ 
Name of Health Insurance  ___________________________________________________________________________________ 
 
Permission to receive Tylenol, Ibuprofen, TUMS, throat lozenges in school as needed     YES____________ NO________________ 
 
In an emergency I grant permission for my son/daughter to be transported, by ambulance, to MetroWest Medical Center - Framingham Campus for treatment.  I understand I will be notified of the emergency as soon as possible.   
 
I will notify the school if there is any change in the above information. 
 
 
Signature of Mother/Father/Guardian_________________________________________________________Date  ______________ 
 
Detail below any pertinent medical needs relevant to the care of your child in school (medications, allergies, religious exemptions). 
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