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Student Medical Information and Emergency Procedure


Student’s Name ____________________ Gender ___ Birthday ____________________ Class _____________


Are there any COURT-MANDATED custody/visitation orders limiting access to this student?   YES    NO If Yes, please attach LEGAL ORDER


Medical Information

Physician Name __________________ Phone __________________ Preferred Hospital __________________

Allergies & Severity (Bee sting, peanut/nut, pollen, plants, drugs, foods, other – use back if necessary)


__________________________________________________________________________________________


__________________________________________________________________________________________

Past Medical History (use back if necessary) _____________________________________________________

__________________________________________________________________________________________


__________________________________________________________________________________________

Current Medical Condition (chronicle diseases, prescription drugs, other – use back if necessary) 

__________________________________________________________________________________________


__________________________________________________________________________________________

Emergency Procedure

Please provide two contact persons to be used by the school during school hours in case of an emergency, illness or accident.


Name



Home Phone / Cell Phone / Others (available during school hours) 

_______________________  _____________________________________________________



_______________________  _____________________________________________________



Emergency Treatment Authorization

I/we, the undersigned parent(s) or legal guardian of______________________, a minor, do hereby give authorization and consent to YingHua Language School to obtain emergency medical care and necessary transportation, including x-ray examination, anesthetic, medical or surgical diagnosis and emergency hospital which is deemed advisable by and is to be rendered under the general or specific supervision of medical and emergency room staff licensed under the provisions of the medicine practice act and the State of New Jersey Department of Public Health. 

It is understood that effort shall be made to contact the undersigned prior to rendering treatment to the student, but that any of the above treatment will not be withheld if the undersigned or authorized adults cannot be reached.


I/we understand that the school does not provide accident/medical insurance for students, and I/we further understand that all costs related to medical treatment may be my/our responsibility and not that of the school.


 ___________________________ ___________________ _____________________________ _____________

Parent/Guardian Signature

Printed Name


Emergency Phone Number
Date


