LOS ANGELES UNIFIED SCHOOL DISTRICT
Oifice of Ouldoor Cducation
HEALTH INFORBMATION AND AUTTIORTZATION FOR MEDICAL CARE

Stekent’s Name M F

Birth Date_ | Schonl of Allendance

HEALTH INFORMATION

NWama of child®s Physician Telephone Namber { )]

[. Has wour ehild heeno {1l recently? 11 g0, deseribe

2. Has v child been exposed o a eommunicable disease during the past month? [T eo, whicl
one? ]

3. Wil your child be taking preseribed medication? ¥es Mo Medicaling must be given 1o the
teacher or center dircetor labeled with direction for use in the orviginal pharmacy conlainer,

Name of medication; Attach complaled “Request. fer Medication,™

4. THas your child had penieillin?  Yes Mo Is hefshe allergic o peniciflin? Yes Mo

n

. Is your child allergic to any other medicine? 17 sa, list:

6. Is vour child allergic to any food? 17 s, lisL:

7. Tale of last known Tetanus shet;

&, Tas vour child had any of the following? (10 ves, please check,}

___Dighetes _ asthma _ heart teouble/murmur hnmie siclness
 Epilepsyd  [frequent colds bowel problams car 4icknoss
Conyulsive disorder car aches poison cak rash bed wolting
o Migralne _sinus trouble _ allerpy toinsec slecp walling

Hemlaches  yomiting__ stingsfvites . ofhet healih problems

Parvents/puardians will e notified innnediately of any illness or aceident to their child, Please attach any additional
infornation that will help the stafl assist your child,

ALITIIORTZATION FOR MEDICAL CARE

Ta the Center Director:

Should it be necessary for my child to have medical ireatment or care while attending the outdoor education cener,
and T earmat be reached by telephone, Thereby give the cender persannel my permission to use their judement in
obtaining medical care. T understand that any cost to the above will be my responsibility.

Signed this tlay of L2
Signature of Parenl/Guardian
Address
TELEFHONE NUMRBER WHERE PARENT OR GUARDIAN CAN RE REACHET:
Tlome{ ) Business { ) _ T.mergency Telephong! 3

This Form has been checked by the school mnse {initialq)



