LLSD Student Emergency Information Sheet 2011-2012

Nick Homeroom

Student: Name: Teacher: Grade:
Home Phone: Primary email for school contact:
Student Address:

Street City Zip
Is this a change of address/phone from last school year: Yes d  No
Mail to go to:

PO Box City Zip

Student Contacts

Mother’s Name: Father’s Name:
Address: Address:
Home: Cell: Home: Cell:
Work Phone: Work Phone:
Employer: Employer:

Email Address:

Check all that apply:

Q Legal Guardian
L Emergency/Medical Contact
Living with Student/Same as Student Address

Email Address:

Check all that apply:

a Legal Guardian
M| Emergency/Medical Contact
Living with Student/Same as Student Address

Stepfather’s Name:

or
Guardian Name/Relationship:

Address:

Home: Cell:

Work Phone:

Employer:

Email Address:

Check all that apply:

a Legal Guardian
Emergency/Medical Contact
Living with Student at Same Address

Stepmother’s Name:

or
Guardian Name/Relationship:

Address:

Home: Cell:

Work Phone:

Employer:

Email Address:

Check all that apply:

a Legal Guardian
Emergency/Medical Contact
Living with Student at Same Address

| authorize the following person(s) to be contacted and to pick up my child if the above contacts cannot be reached:

Name:

Phone: Cell:

- Over -



Please note any custodial/relationship issues that the school must be aware of:

Please note any medical concerns/alerts:

Over-the-Counter Medication/Permission to Dispense

As the parent/guardian of named student, | give permission to OTHER MEDICATION:
Lake Local Schools to dispense MEDICATION for headache, minor
aches/pains, rashes, cuts. All medications must be provided by Name Amount Time How
the parent. Ex: Tylenol 325mg every 6 hrs as needed for pain tablet by mouth
Neosporin ointment (or generic equivalent)
for minor scrapes/cuts 1
Calamine lotion/Caladryl or Benadryl lotion
or itching/skin rashes 2.
Tylenol/Acetaminophen 160mg — every 6 hours
by mouth for headache/minor aches Date begin adminstration: Date end:
Tylenol/ Acetaminophen 325mg — every 6 hours
by mouth for headache/minor aches Student Name: DOB:
Tylenol/ Acetaminophen 500mg — every 6 hours
by mouth for headache/minor aches School: Grade:

Advil/lbuprofen 100mg — every 6 hours
by mouth for headache/minor aches
Advil/lbuprofen 200mg — every 6 hours Parent/Guardian Signature Date
by mouth for headache/minor aches
Tylenol 160mg/Advil 100mg — Chewables

Phone Numbers (Home/Work/Cell)

With full knowledge of any emergencies, dangers, and risks related to the administration of such medication by the Lake Local Schools employees, officers, or agents,
we the undersigned, hereby waive all claims which might arise from said administration of medication to said minor child. We hereby assume full responsibility for the
administration of such medication to said minor child and the results thereof. We agree to indemnify and hold harmless Lake Local School district, Lake Local Board of
Education, its members, officers, employees, and agents from any and all liability relative to the administration of such medication.

My child’s physician or other prescribing healthcare provider is aware that this medication is necessary for my child to take during the school day. My child has taken
this medication before without side effects. | further understand that it is my responsibility to pick up any leftover medication at the end of the administration dates. |
realize that this form will not be used next year or after the above dates.

e Medication must be in the original container labeled with the students name and dosing instructions.

e Itis advised that the medication form and medication be brought to the school by the parent/guardian.

e There must be notification to the school if there is any change in the medication instructions.

e Please provide any other information that will help insure the proper and safe usage of the medication.

e Prescription medications must be brought in prescription bottle with signed instructions from the physician.

e Itis the responsibility of the parent/guardian to retrieve any remaining medication at the end of the administration period (or school year).
Any unclaimed medication will be disposed of prior to the next school year.

Media Release Race/Ethnicity Information Documentation of Residency

I, the parent/guardian of: Please answer both Part | and Part Il This is to verify that | am a bona-fide resident of
Lake Local School District and my legal residence is:
PART I - Ethnicity

Student Name Is student Hispanic/Latino? O ves

American Indian or Alaskan Native
Native Hawaiian or Other

Channel 11, and/or presentations. Mobile home | own or rent

Condominium | own or rent

No Street
D _ Grant O peny PART Il - Racial Group(s)

permission to the Lake Local Schools to City Zip
use my child’s photography, audio and/or O Asian
video recording in media releases, school U Black This residence is:
publications, school web pages, Lake TV U white House | own or rent

d

Q

DOo00

Child’s picture for yearbook ONLY Pacific Islander Apartment | own or rent
O other:
D Grant D Deny The district shall use observer identification if
the parent/quardian neglects to provide stu-
dent’s racial/ethnic group. Parent Signature Date

Parent Signature Date

Form AO-23 02/11




