












__________________________________________________________________     ___________     _____________   ___________________


Student Last Name                          First                                          Middle                          Grade                Birth Date               Home Phone





HEALTH EMERGENCY INFORMATION – ROSEVILLE JOINT UNION HIGH SCHOOL DISTRICT





Student Address___________________________City_____________Zip Code_______Student Cell______________


Father/Guardian:�
Mother/Guardian:�
�
Address:�
Address:�
�
Home Phone:                              Cell:�
Home Phone:                              Cell:�
�
Work Phone:�
Work Phone:�
�
Email Address:�
Email Address:�
�
List student’s sisters/brothers andages:________________________________________________________________





If Parent or Guardian cannot be reached, call:


1. (Name/Phone #s: Home/Work/Cell)_____________________________________________________________________________________


2. (Name/Phone #s: Home/Work/Cell)_____________________________________________________________________________________





In the event of an accident or other emergency, I hereby authorize a representative of the school to make such arrangements as he/she considers necessary for my child to receive medical or hospital care, including necessary transportation under such circumstances.  I further authorize the physician named below or any licensed physician or surgeon to undertake such care and treatment of my child as he/she considers necessary.





I understand that the RJUHSD does not provide accident medical insurance for students for school-related injuries, but does offer student accident insurance for voluntary purchase.  Information about student accident insurance is available in the school office.





Insurance Carrier __________________________________________  Medical Number _________________________________


Physician Name ____________________________________________________ Phone _________________________________





The undersigned hereby agrees to bear all costs incurred as a result of the foregoing, and this authorization will remain in effect until revoked by the undersigned:





__________________________________________   Date ___________ / ___________________________________  Date_______________


Mother’s/Guardian’s Signature				        Father’s/Guardian’s Signature


			                 OVER





The Education Code 49480 requires parents to inform the school when a student has a continuing medication being taken upon a physician’s prescription, and authorizes the school nurse to contact the physician with parental consent.  See No. 4














Please check the following items if they pertain to your child:


There are no known health problems.   (





Known eye condition or defect in vision (                            Wear glasses (                    Glasses to be worn at all times (


        Contact lenses (                                         Requires preferential seating  (                    Date of last exam______________


        Under care of Dr.  (name/phone)_______________________________________________________________________


        Comment_________________________________________________________________________________________





3.	Known hearing problem (   Uses hearing aid (   Presently under care of Dr. (name/phone)_______________________


Comment_________________________________________________________________________________________





4.	Any condition(s) which teachers need to be aware of such as (please check):  Seizures (    Fainting Spells (    


	Asthma (    Allergies (    Allergic Reactions to Bee Stings (    Heart Condition (    ADD/ADHD (    Diabetes ( 


	Other (	__________________________________________________________________________________________


	List Medication prescribed___________________ Dosage ________________For (diagnosis)_____________________


	Does the drug need to be taken during school hours?  Yes (  No ( ____________________________________________


	Prescribed by Dr. (name/phone)________________________________________________________________________





5.	Has physical condition which limits participation in classroom activities (     Physical Education (  


	If checked, please explain ____________________________________________________________________________


	Presently under care of Dr. (name/phone)________________________________________________________________





School of former attendance ___________________________________ City, State_____________________________


	


***Information provided on this emergency card may be shared with school personnel if the information is deemed necessary for the health and well being of the student.                                                                           	                         (Rev. 12-15-09)








