THE PENNSYLVANIA SCHOOL FOR THE DEAFPRIVATE 

Medical Information and Insurance Form
Please fill in ALL blanks.  This information is necessary for quick reference in case of emergencies and will be kept in a separate medical file for the duration of your child's attendance at PSD.  Please keep the school nurse informed of any changes in your child's health status by calling (215) 951-4739 or by sending information to the nurse in writing.

___________________

    

       


Student's Name


      Date of Birth

       Today's Date

1.
Primary Doctor’s Name: _______________________________ Tel # ____________________________



  Address:_________________________________________________________________
2.
Is your child ALLERGIC to any drugs?


___No ___Yes List: ____________________________________________________________________                                                        
3.
Is your child ALLERGIC to any foods or other substances?


     No ___ Yes List: ____________________________________________________________________                                                                                              
4.
Are there any food or other dietary restrictions?


     No ___ Yes List: ____________________________________________________________________ 
Is your child on any MEDICATION?       No      Yes 


INFORMATION FOR MEDICATION

**Please indicate name & phone # of prescribing physician if not the Primary Doctor:
Doctor Name: ______________________________ Office #:____________________________________

	Name of Medication
	Reason for Medication
	Strength of tablet/liquid
	# of tablets or amt of liquid given:
	Times Medication is given

	****************
	****************
	*****************
	*****************
	Home
	School

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


6.
Does your child have any health problems or chronic illness (including ear tubes) we should know about? ___No ___Yes Explain: ___________________________________________________________ 
7.
Has your child had any of the following in the past year?


a. Serious illness/accident?        No       Yes    Explain:  _____________________________________


_____________________________________________________________________________________ 
b. Operations/Hospitalization?       No       Yes   Explain: Reason  ______________________________ Where/When?  ________________________________________________________________________                                                                             
Student Name: _____________________________   Date: ___________________________

ALL MEDICATION SENT TO SCHOOL SHOULD BE IN ITS ORIGINAL CONTAINER/PACKAGE AND GIVEN DIRECTLY TO YOUR CHILD’S BUS MONITOR/BUS DRIVER. Upon arrival at PSD, that transportation person is to then give the medication to the school nurse (Pam, Gail, or Cathy) or to PSD’s transportation coordinator, George Collazo.  To help avoid misunderstandings, an advance phone call to the PSD nurse at (215) 951-4739 or 2105, or a note from a parent/guardian should also accompany the child’s medication. 
Part II:  Insurance
IMPORTANT:

PA Access Health Insurance #: ________________________________________________________________                                                                                    
Medical Assistance HMO Plan # (check the appropriate plan and enter your child's HMO number):

     _   Keystone Mercy Health Plan 

ID#__________________________                                                                      
____  Health Partners 


ID#__________________________                                                                      
____  Americhoice

 

ID#__________________________                                                                      
____  HMA Health Plan 


ID#__________________________

____  Other # (please specify plan name)     Name:___________________ ID#___________________                                                             
Name of Private Insurance Plan:                                                                                         

Group #:                                         Cert. #:                                             
I hereby certify that I have adequate insurance in force to cover injuries, including dental, which may happen to my child while a student at PSD. The Pennsylvania School for the DEAF (PSD) WILL NOT be responsible for medical or dental expenses as the result of illness or accidents incurred while my child is enrolled at PSD.


* * * * * * * * *

I hereby agree to conform to all rules and regulations of The Pennsylvania School for the Deaf as formulated by the Board of Trustees.  I authorize the school to act in my behalf in the event of any emergency which may affect the health and welfare of my child, as well as permit the school to acquire medical reports that might aid with the education of my child.  I also agree to allow the staff at PSD to administer Tylenol, Ibuprofen, antacids, cough medicine, antihistamine, or other medications as deemed necessary by the school nurse. I also authorize the Pediatric Nurse Practitioner to perform physical exams in accordance with mandated state regulations.

                                              _________ 

 
Parent/Guardian Signature



________________________________

_____________________________________
Home #





Emergency #
________________________________

_____________________________________
Work #





Cell or pager #
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