MEADOWMOUNT SCHOOL OF MUSIC
2008 HEALTH FORM

All students must submit this form to be registered per NY Health Department Regulations.
Due May 15" or a late processing fee of $50 will be applied.
To be filled out by parent [ legal guardian if student is under 18

Student Name Today’s’ date: Mo ____ Day_ Yr___
first middle last
Age Date of Birth: Mo Day Yr Gender Weight # Hgt ft in
Street City State
Zip Country Ph # ( ) e-mail
Provide dates of occurrence if the following apply:
Frequent colds Strep throat Sinusitis Ear infections Asthma Bronchitis
Pneumonia Heart murmur Rheumatic fever Hyper/hypotension
Epilepsy/Seizures Fainting Sleepwalker Diabetes ADD/ADHD
Vision/hearing disability Dental conditions Eating disorder GI conditions
Menstrual disorders Urinary tract infections Lyme disease Chicken pox was it diagnosed by a

health care provider? If bringing medication for any of these previous conditions, list them below.+
List any conditions not mentioned above or give more information on conditions:

Recent operations or serious injury:
List recent or current tendonitis, fractures, or other musculo-skeletal conditions:

Treatment or therapy you use and find helpful:
Are you or have you been under medical/psychological care?

If yes, explain:

Describe any social concerns of which our staff should be made aware:

Information/instructions for school nurse and/or counselor: (attach additional page if necessary)

List Allergies: Bee sting (If bringing your epipen or other allergy medication, list below+)
Penicillin Sulfa Other drug allergies:
Food allergies: (kitchen staff will be notified):

Environmental allergies: Serious poison ivy, oak, or sumac allergy:
Are allergies documented with allergy testing? Do you take allergy shots?
Describe the reaction you experience from your allergies:

New York State Health Law requires disclosure of the following immunizations:
5 DTP, 3 Polio, 2 Measles, Mumps, Rubella (MMR), Haemophilius, Influenza Type b, Hepatitis b, Varicella.
Incomplete forms will not be accepted and a late fee of $50 will be imposed if not received complete by May 15!

List mo/yr received: 5 dates DTP . . . .
Td (most recent date) (Td booster must be within the last 10 years)
3 dates Polio , , 2 dates MMR

Haemophilius Influenza type b Varicella (Chicken Pox)

Hepatitis B . . Recommended: TB Other

*If you have been exposed to or contract any communicable disease within two weeks of the start of school, please consult
your health care provider to confirm that you are not contagious and healthy for attendance. Any exemptions must be stated
in writing.



EMERGENCY CONTACT INFORMATION

Parent/Guardian Name: Relationship

Address(if different than one given on reverse): Street

City State Zip Country

Home Ph ( ) Home Fax ( ) Work Ph ( )

Work Fax ( ) e-mail Cell Phone ( )
Parent/Guardian location during school session if different than above:

Dates at this address: to Name

Relationship: Street City State
Zip Country Ph ( ) or ( )

Fax ( ) Cell Phone ( ) e-mail:

Relative to call if you cannot be reached: Name

Relationship: Street City

State Zip Country Home Ph ( ) Fax ( )
Work Ph ( ) Work Fax ( ) Cell Phone( )

Student’s Physician Name:

Street City State Zip
Country Office Ph ( ) After hrs ( ) Fax ( )

MEDICAL INSURANCE INFORMATION

Medical insurance is not required, but highly recommended. You are responsible for medical costs not covered by
insurance. Name of Insurance Co. Card or policy#
Person responsible for medical expenses:

ENCLOSE PHOTOCOPY (front & back) OF STUDENT'S MEDICAL INSURANCE CARD.

You may write instructions regarding coverage on the photocopy.

AUTHORIZATION FOR EMERGENCY CARE FOR STUDENTS UNDER 18:
I understand every effort will be made to contact the minor students parent or legal guardian in case of an emergency.
However, in the event I cannot be reached: I, give
(Print parent / legal guardian name)
permission to the health care provider designated by the Meadowmount Administration, to provide treatment deemed
necessary to:

(Print child’s name)

Parent/Legal Guardian Signature: Date

Witness: Witness Signature: Date

(Print name)

VERIFICATION OF INFORMATION

I certify that information concerning my (or my child’s) health history, including physical/psychological
impairments, allergies and current medication are accurate as stated on this form. I will inform the school nurse/staff with
updated information if changes occur after sending in this form. I understand that with-
holding or giving inaccurate medical information necessary to my child’s well being may result in immediate dismissal
without refund. All information is kept confidential in the nurse’s office and is given to counseling/teaching staff on
a need to know basis ONLY.

Student Signature: Date:

Parent /Guardian Signature: (if student is under 18) Date:




