Tanque Yerde Unified School District

Student Health History
(To be completed by Parent or Legal Guardian)

'Student’.s Name Gender : M FL DOB Grade

. Is your son/daughter allergic to any medicatibn, food, etc.? (Ifyes, list) .

Is your child on any médication? (If yes, list)

Does your student need to carry emer-gency‘medication with them at school? (circle one) ‘ Yes  No

Circle if these apply to your child: Chronic liiness, Special Education, Glasses, Special Needs (crutches, wheel
chair, etc.), Scoliosis, Anaphylax15 (severe allerglc reactlon), Bleeding Disorders, Exemp‘clon to Immunization

'Has your child ever had or do they presently have...? (Please circle Yes or No) .

Year - o Year

: - ‘ Year
.. ADD/ADHD . YesNo__-_ Epilepsy (Seizures) Yes No_- Menstral Cramps ~ Yes No
. Allergy - - Yes No Fainting Yes No Mononucleosis = Yes No
Anemia - ' Yes No _ ‘HeadachelMlgrame Yes No. Neck Injury . “Yes No_~
Anklelnjury - Yes No Hearing Trouble  Yes No Rheumatic Fever ~ Yes No
Arthritis . Yes No " Heart Murmur  Yes No Scoliosis  ~ Yes No
. Asthma - " Yes No Hepatitis Yes No Spine Injury ~ Yes No
. 'Back Pain Yes No Hernia (Rupture) - Yes No Sinus Trouble - Yes No.
" Concussion Yes No ~_ Hives : Yes No__~ : SoreThroat, Chronic Yes No
. Depression - Yes No Joint Pain Yes No Stomach Ache . Yes No A
.Diabetes Yes No__ . Kidney Trouble Yes No Tuberculosis Yes No
" Eczema (Skin'Rash) Yes No _ Knee Injury/Surgery Yes No Valley Fever Yes No
‘Elbow Injury Yes No___- Knocked Out Yes No _ WristInjury . Yes No _
Emotional Problems Yes No__. Loss/Consciousness Yes No Other E Yes No__
" Operations: - L o .
' Nature - - Year . Nature - Year

lfyou crrcled “Yes” for any of the above, please give detalls, and list any other items you feel would assist -
the staff i in caring for your child: : ; -

Printed name of Par_enf or Legal Guardian:

Signature of Pargr}i‘. orLegal Guardian ) Date Ll




“TANQUE VERDE ELEMENTARY SCHOO

2600 N FENNIMORE e TUCSON AZ 85749 e 520-749-4244 ¢ FAX 520-749- 42920 tanqueverdeschools org

I (we) the undersigned parent or legal guardian of ‘ , a minor, do
hereby authorize and consent to any x-ray examination, anesthetic, medical or surgical -
diagnosis rendered under the general or special supervision of any member of the medical staff
and emergency room staff licensed under the provisions of the Medical Practice Act or a dentist
licensed under the provisions of the Dental Practice Act and/or the staff of any acute general
hospital holdlng a current license to operate a hospital from the State Department of PUblIC
Health. It is understood that this authorization is given in advance of any specific diagnosis,
treatment, or hospital care being required but is given to provide authority and power to
render care which the aforementioned physician, in the exercising of his/her best judgment,
may deem advisable. It is understood that efforts shall be made to contact the undersigned
prior to transporting the student to an emergency facility or the rendering of treatment to the
patient by such facility but that any of the above treatment will not be withheld if the’

unders1gned cannot be reached.

This authorization is given pursuant to the provisions of the Civil Code. -

YOU ARE PRESUMED ALREADY TO HAVE CONSENTED TO EMERGENCY TREATMENT NECESSARY
TO PRESERVE LIFE AND LIMB.

List any restrictions:

Printed name of parent or guardian:

Signature of parent or guardian: _

"Date:

* Address:

City: | - State: Zip: ,

Phone: Home Cell Work

- As'parent/guardian, it is your responsibility to update the school any time there are changes tn"
your address or phone number. ‘

This-consent shall remain effective until rescinded in writing.




