[image: image1.png]“_
h ._
Q. d.ﬂ.ﬂo. »
....mﬁ. *.%%\....,
p-.:Hf qm.-\ap.%%--.”.
. ..,..:“_ _mz_— ol




Child’s Name:  _____________________   _____________________ __________________
                                                                         Last                                                            First                                                   Middle
Nickname:___________________________    Birthdate:  ______________________

 (or preferred name)
Entering Grade:  PK3A     PK3P       PK2A      K      1      2      3      4      5      6      7      8

                                                  M-W-F am      M-W-F pm              T-Th am
Address:  _________________________________  __________________________________

                               NUMBER AND STREET                                                                     CITY, STATE, ZIP                         

Telephone:  ______________________________                          
________________________   ___________________________   _______________________
                    Father’s Name                                             Address (if different from above)                               Phone (if different from above)

________________________  ____________________________  _______________________

                Mother’s Name                                             Address ( if different from above)                                  Phone (if different from above) 

________________________  ____________________________  _______________________

           Father’s Employer                                                            Address                                                                        Phone

________________________  ____________________________  _______________________
          Mother’s Employer                                                            Address                                                                        Phone

Other phone numbers where parents can be contacted:

_____________________________________  _______________________________________

                                          Father                                                                                                        Mother

_____________________________________  _______________________________________

                                          Father                                                                                                        Mother

Church Membership:  Father:  _________________  Mother:  ______________________ 

Is the child baptized?  Yes______     No_____  Date (if known):___________________
Emergency Medical Treatment Authorization Form
The purpose is of this form is to enable parents to authorize treatment for children who have become ill or injured while under the school authority, and when parents cannot be contacted

Part 1 or 2 must be complete

Part 1 (to Grant Consent)

 In the event, reasonable to attempts to contact me have been unsuccessful, I hereby give my consent for the administration of any treatment deemed necessary by:

Dr.___________________________________________________ (preferred physician) or 

Dr. ____________________________________________________ (preferred dentist).

________________________   ___________________________________   _______________
                    Physician or Clinic                                               Address, City, State, Zip                                                                 Phone

________________________   ___________________________________   _______________
                    Dentist or Clinic                                             Address, city, State, Zip                                                                       Phone

In the event the designated preferred practitioner is not available, by another licensed physician or dentist and transfer of the student to:

___________________________________________ (preferred hospital) or any hospital.

This authorization does not cover major surgery unless the medical opinions of two other licensed physicians or dentists, concurring in the necessity for such surgery, are obtained before surgery is performed.

Facts concerning the student’s medical history including allergies, medications being taken and physical impairments to which a physician should be alerted:      

______________________________________________________________________________

______________________________________________________________________________
      

           Part 2 (Refusal of Consent)

I do not give my consent for emergency medical treatment of my child.  In the event of illness or injury requiring emergency treatment, I wish the school authorities to take no action or to:

______________________________________________________________________________

______________________________________________________________________________

Date:_____________ Signature:____________________ Address:____________________
Other persons to be contacted and to whom the student may be released in the event of an emergency if the parents cannot be contacted:

________________________   ___________________________   _______________________
                     Name                                                                               Address                                                                          Phone

________________________   ___________________________   _______________________
                     Name                                                                            Address                                                                          Phone

________________________   ___________________________   _______________________
                     Name                                                                            Address                                                                          Phone
Signature Authorization

I hereby give permission for the following person(s) to sign 

official school documents for my child/children:

_________________________________________________   ___________________________   
                                       Name                                                                                                                   Relationship to child/children

_________________________________________________   ___________________________   
                                       Name                                                                                                                   Relationship to child/children

_________________________________________________   ___________________________   
                                       Name                                                                                                                   Relationship to child/children

I understand that these documents include permission slips, report cards, 

book order forms, hot lunch slips, and the like. I agree not to hold Beautiful Savior 

Lutheran School liable for any action resulting from these signatures.
Permission for After School Release
I give Beautiful Savior Lutheran School and/or Preschool permission to release my child/children

______________________________________________________________________________

Name of Child/Children
For pick-up transportation after school.

To:___________________________________________________________________________Parents     

_________________________________________________   ___________________________   
                                       Name                                                                                                                   Relationship to child/children

_________________________________________________   ___________________________   
                                       Name                                                                                                                   Relationship to child/children

_________________________________________________   ___________________________   
                                       Name                                                                                                                   Relationship to child/children

_________________________________________________   ___________________________   
                                       Name                                                                                                                   Relationship to child/children

_________________________________________________   ___________________________   
                                       Name                                                                                                                   Relationship to child/children

_________________________________________________   ___________________________   
                                       Name                                                                                                                   Relationship to child/children

Other Children in the Family:

               Age:             Grade:
_____________________________________           __________        _________

_____________________________________           __________        _________

_____________________________________           __________        _________

Remarks/Comments:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Date: ________________________  Signature:_____________________________________
Physician’s Report
Immunizations:
                              Date             Date             Date             Date             Date

DPT                     __/__/__        __/__/__       __/__/__        __/__/__        __/__/__
OPV                   __/__/__        __/__/__       __/__/__        __/__/__        __/__/__

MMR                 __/__/__        __/__/__       __/__/__        __/__/__        __/__/__

HIB                    __/__/__        __/__/__       __/__/__        __/__/__        __/__/__

HEP B               __/__/__        __/__/__       __/__/__        __/__/__        __/__/__

Varivax           __/__/__        __/__/__       __/__/__        __/__/__        __/__/__
   (Recommended, but not required)  

   (Not needed if child has had the chicken pox.  Date of illness __/__/__)

Physical Assessment:

Check One:

_____ Entirely within normal limits    _____ Abnormalities as follows:

          ________________________________________________________________________         

          ________________________________________________________________________

Is there any reason why the student cannot carry out a full program of school work? 

                    Yes _____   No _____

If yes, please describe:________________________________________________________

____________________________________________________________________________________________________________________________________________________________

1.  Is there anything about your child that the teacher needs to know to understand him/her better?
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2.  List diseases and other illnesses, injuries, or health conditions your child has had and give dates (year only).

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3.  Does any relative or anyone in the home have tuberculosis, diabetes or other illnesses?  Describe.

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Date:________________  Physician’s Signature:___________________________DO/MD

                                                                                                   (must be signed  or stamped by physician for school to accept this form)

Beautiful Savior Lutheran School





2213 White Road


Grove City, Ohio 43123


Web address:  beautifulsavior-gc.org


                                 School Telephone: (614) 875-1147


Church Telephone: (614) 875-9637




















