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Student’s Last Name

Herndon High School 

Medical & Emergency Care Form

Student’s Name ___________________________     Age _____     Birthdate ____________

Parent’s Name ______________________________  Work Phone ___________________

Address ___________________________________  Home Phone ____________________

Alternate Emergency Contact _______________________ Phone ____________________

Physician’s Name ________________________________  Phone ____________________

Health Insurance Provider ____________________  Policy No _________  School Ins  Y / N

Health History

Does this student have any health problems?    Yes    No

______  Asthma          ______  Heart Problems          ______  Other _________________

______  Diabetes        ______  Seizure Disorder        _____________________________

Is this student undergoing health care on a continuing basis (specify)?  

Allergies

Drug Allergy  _________________  Reaction _____________________________________

Other (bees, food) _____________ Reaction _____________________________________

List any medications this student takes regularly and/or will be taking on any band trip.  Specify drug name, dosage and frequency.
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Student’s Last Name

As the parent/guardian of the above-named student, I hereby give my consent for the designated First Aide to administer non-prescription medications for the relief of minor discomfort (these include, but are not limited to, Tylenol, Ibuprofen, remedies for stomach upset and cough/cold, topical ointments, etc.) with the exception of:   _______________

___________________________________________________ (list any non-prescription drug you do not wish to be given).

I understand that aspirin will not be given.

I also give my permission for the designated First Aide to administer approved emergency and first aide care as necessary.  This includes calling my family physician, and in the event that my physician or I cannot be contacted, another physician, in the event of an accident or serious illness.

I further consent to my child being taken to the emergency room of the nearest hospital in the case of an emergency.  I consent to treatment by the hospital and its medical staff, as deemed necessary by a physician for the well-being of my child.

All students will be expected to abide by and observe all Fairfax County regulations while on county field trips.

Please sign in the presence of Notary Public.

_______________________________________

_______________________

Parent/Guardian Signature






Date

Commonwealth of Virginia:

County of Fairfax:

Subscribed, sworn to and acknowledged before me, a Notary Public for the jurisdiction 

aforesaid, this _______ day of _______________, 200__.

My commission expires:

_____________________





_________________________










Notary Public
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