Medical and Operative Permit for Rockhurst High School
2010/2011                                                                                                                    PLEASE PRINT

Date_______________
       Date Of Birth____/____/_______
             Graduation Year     11 12 13
 14


Name _______________________________________
Home Phone # _______________________________
Address_____________________________________
City/State/Zip ______________________________
Father’s Name _______________________________
Mother’s Name _____________________________
Work Phone # ________________________________
Work Phone # _______________________________  

Cell Phone # ______________ ___________________
Cell Phone #   _______________________________

Father’s E-Mail Address_______________________
Mother’s E-Mail Address_____________________
If parents can not be reached in case of emergency notify:
Name______________________________________________________
Relationship____________________
Home Phone # __________________Work Phone #________________
Cell Phone #____________________
Family Physician____________________________________________
Phone #_________________________
Insurance Company__________________________________________
Policy #_________________________
To Parents or Guardians:

The law requires that parental permission be obtained for certain medical and operative procedures on minors.  Please sign the folowing consent form so that necessary emergency medical procedures may be carried out.  However, except in an extreme emergency, no operation other than minor surgery will be performed without there having been made first a reasonable effort to contact and inform the parents or guardians.

I give permission for the above such medical and operative procedures as may be deemed necessary for my son, who is a student at Rockhurst High School.  The permit shall continue in full force and effect until revoked in writing, delivered to the dean of Students Office of Rockhurst High School.
Signed_________________________________________________________
Relationship______________
Signed _________________________________________________________
Relationship______________
In the event a parent or guardian cannot be reached the student will be taken to St. Joseph’s Hospital Emergency room or the nearest hospital emergency room by car or ambulance where he will be treated by personnel of St. Joseph’s Emergency room or personnel of the nearest hospital emergency room.

MEDICATION PERMISSION
I give Rockhurst High School permission to administer the following medication to my son:

Medication: _______________________________________________Dosage___________________________

Parent signature____________________________________________________________________________
(OVER)
Rockhurst High School Medical History Form
In the event of an emergency, Rockhurst will use the following information to respond appropriately.
Answer each question with either a yes or no.  Please check the appropriate space.
	Have you been under a doctor’s care in the past 12 months?
	YES
	NO

	Have you been in the hospital in the last 12 months?
	YES
	NO

	When?

For what reason?

	Have you ever had any surgery?
	YES
	NO

	When?

For what reason?


	Have you ever been told to give up sports because of health problems?
	YES
	NO

	Has anyone in your family under the age of 50 died suddenly?
	YES
	NO

	Do you:

	· Take any recreational drugs
	YES
	NO

	· Drink alcohol
	YES
	NO

	· Take anabolic steroids
	YES
	NO

	· Take any medicine regularly
	YES
	NO

	If YES, please name medication / dosage:


	· Take medicine for emergency use
	YES
	NO

	If YES, please name medication / dosage:



	· Do you use any special equipment
	YES
	NO

	If YES, please specify:


	BLOOD

	· Diabetes
	YES
	NO

	· Hypoglycemia
	YES
	NO

	· Anemia
	YES
	NO

	· Hemophilia
	YES
	NO

	· Sickle Cell Disease
	YES
	NO

	· Other:
	YES
	NO

	CARDIO-VASCULAR

	· High Blood Pressure
	YES
	NO

	· Marfan’s  Syndrome
	YES
	NO

	· Cardiomyopathy
	YES
	NO

	· Myocarditis
	YES
	NO

	· Dizziness/Faintness with exercise
	YES
	NO

	· Chest pain with exercise
	YES
	NO

	· Racing heart/skipping beats
	YES
	NO

	· Other:
	YES
	NO

	ALLERGIES

	· Hay fever
	YES
	NO

	· Hives
	YES
	NO

	· Bee Sting reaction
	YES
	NO

	· Reaction to medication
If YES, please specify:
	YES
	NO

	· Food allergies
If YES, please specify:
	YES
	NO

	· Other:
	YES
	NO

	Environmental

	· History of heat exhaustion/cramps
	YES
	NO

	· Heat Stroke
	YES
	NO

	· Frost Bite
	YES
	NO

	· Cold Injury
	YES
	NO

	· Other:
	YES
	NO

	SKELETAL

	· Bone fracture
	YES
	NO

	· Joint Dislocation
	YES
	NO

	· Scoliosis
	YES
	NO

	· Foot Injury
	YES
	NO

	· Back Injury or frequent backaches
	YES
	NO

	· Knee Injury or recurrent pain
	YES
	NO

	· Ankle Injury or recurrent pain
	YES
	NO

	· Neck Injury or recurrent pain
	YES
	NO

	· Burners or Stingers
	YES
	NO

	· Bone Infection
	YES
	NO

	· Other:
	YES
	NO

	RESPIRATORY

	· Asthma
	YES
	NO

	· Trouble breathing with activity
	YES
	NO

	· Persistent Cough
	YES
	NO

	· Other:
	YES
	NO

	HEAD

	· Concussion
	YES
	NO

	· Fainting/Loss of Consciousness
	YES
	NO

	· Skull Fracture
	YES
	NO

	· Epilepsy/ Seizures
	YES
	NO

	· Migraine Headaches
	YES
	NO

	· Other:
	YES
	NO

	EYES, EARS, TEETH

	· Impaired vision
	YES
	NO

	· Temporary loss of vision
	YES
	NO

	· Wear contact lenses/glasses
	YES
	NO

	· Date of last eye exam:

	· Hearing loss
	YES
	NO

	· Perforated ear drum
	YES
	NO

	· Recurring ear infection
	YES
	NO

	· Dental plate
	YES
	NO

	· Braces
	YES
	NO

	· Other:
	YES
	NO

	GENITO-URINARY

	· Kidney Problem
	YES
	NO

	· Hernia
	YES
	NO

	· Loss of function /absence of testicles
	YES
	NO

	· Other:
	YES
	NO

	Gastrointestinal

	· Ulcers
	YES
	NO

	· Irritable Bowel Syndrome
	YES
	NO

	· Other:
	YES
	NO

	INFECTIOUS/COMMUNICABLE DISEASES

	· HIV
	YES
	NO

	· Herpes
	YES
	NO

	· Staff or Strep Skin Infection
	YES
	NO

	· Hepatitis
	YES
	NO

	· Recurrent Rashes
	YES
	NO

	· Fungus Infections
	YES
	NO

	· Other serious infectious disease:


	YES
	NO

	Please note any additional information that would help in providing appropriate health services.

	


   
It is the parents’/guardian’s responsibility to notify the school concerning any changes in regard to the above information.
