WASHINGTON STATE SCHOOL FOR THE BLIND

MEDICAL FACE SHEET- NW Environmental Science Camp
STUDENT NAME:___________________________________  SEX:___________DOB:______________



           (Last)                              (First)                  (Middle) 

CURRENT MEDICATION 

A physician must sign to verify medication to be given at WSSB during summer programs.  
All medications must be in the original containers (baggies and daily pill containers will not be accepted).
Name of Medication

1.__________________

2.__________________

3.__________________

4.__________________

5.__________________

6.__________________


Dosage

1.__________________

2.__________________

3.__________________

4.__________________

5.__________________

6.__________________


Time To Be Taken

1.__________________

2.__________________

3.__________________

4.__________________

5.__________________

6.__________________


Reason For Medication

1.__________________

2.__________________

3.__________________

4.__________________

5.__________________

6.__________________

Allergies (Medication/Food): ____________________ Special Medical Diet Prescribed________________   

Medical Conditions: ______________________________________________________________________
Special instructions/restrictions: ____________________________________________________________
Physician Name_______________________________Physician’s number___________________________
Health Insurance___________________________  ID#___________________  Group#________________
Student may self medicate Y_____N_____Physician Signature____________________________________
(Physician signature is required if medication will be brought to summer programs, or if a special diet is needed.)
MEDICAL PERMISSION

1.  WSSB medical personnel may contact my child’s primary care physician in case of emergency (parents will

      be contacted as soon as possible):  Yes____  No_____    Restrictions:_______________________________
2.  WSSB staff may give or provide transport for Emergency medical care:  Yes_____  No_____

     Restrictions:_________________________________________________________________________
3.  Licensed physicians may provide emergency care, administer anesthetics, and perform emergency surgery    

     on my child.  Yes_____  No_____   Restrictions:_____________________________________________
4.  WSSB staff may administer over the counter medications (i.e. Tylenol and cough syrup) and prescription   

     medications prescribed by a licensed physician.  Yes_____  No_____Restrictions:_____________________

5.  Nurses may convey medical information (which will be kept confidential), as they perceive beneficial, 

     to the staff working with my child:  Yes______  No______Restrictions:__________________________
IMMUNIZATION RECORD
(All students must have immunizations up to date or a signed exemption form).

	DPT
	Polio
	MMR
	Hep B

	1.
	1.
	1.
	1.

	2.
	2.
	2.
	2.

	3.
	3.
	
	3.

	4.
	4.
	
	


Parent(s) Name_______________________ Contact Info: (hm)_________(wk)____________(cell)__________                                                                                       

Emergency Contact_______________________ Relationship___________________Phone________________
Parent Signature (verifying the above answers) ___________________________________  Date:___________
