Northern Burlington County Regional School District
160 Mansfield Road East
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Phone: 609-298-3900
Fax: 609-324-8254- HS Nurse
Fax: 609-920-2013- MS Nurse
Web: www.nburlington.com

Health Office Staff- Hiah School Health Office Staff- Middle School
Diane Applegate, RN, MSN Eileen Mancini, RN, BSN
Ext. 2018 Ext.4030
Laura Tewes, RN
Ex.2085

ASTHMA AWARENESS QUESTIONNAIRE

Asthma is a chronic, inflammatory lung disease involving recurrent breathing problems. It is a condition that has generally
not been treated as seriously as other chronic diseases. However, according to the National Institute of Allergy and Infectious
Diseases asthma is the most common serious disease among children in the United States. It is blamed for more than 5,000 deaths per
year and 10 million school absences.

The incidence of diagnosed asthma has increased significantly over the last two decades. Even though extensive research has
taken place during this time, the disease is still misunderstood. Many times it is not treated as aggressively as it could be. Worst yet it
is not treated at all.

Because of the serious implications of asthma, Northern Burlington County Regional Schoel District is taking a proactive
stance by gathering more information. With this information we can better identify athletes at risk, help asthmatic athletes achieve
maximum performance under the safest conditions and possibly help prevent a tragedy.

Thank you for your cooperation. If you have any questions or concerns, please contact:
In the High School: Diane Applegate RN, MSN, Laura Tewes RN or Erin Cearfoss ATC.
In the Middle School: Eileen Mancini RN, BSN

All students should complete this document.

Narmne
Age: Height: Weight:

Yes No
1. Do you ever have wheezing?

2. Does nmning ever cause chest tightness or cough or wheezing or prolonged
shortness of breath?

3. Have you ever had chest tightness, cough, wheezing, asthma or other?
Chest {(lung) problems that make it difficult for you to perform in sports?

4. Have you ever missed school, work or practice because of lung disease?
(pneumcnia) chest tightness or cough or wheezing or prolonged shortness
of breath?

5. Do you have trouble breathing or do you cough (locker room cough)
during or after activity? L _
My son/daughter has never been diagnosed with asthma, exercise induced asthma, broncho spasm nor have they ever had any
breathing difficulty.
My son/daughter has been diagnosed with asthma, exercise induced asthma or some form of respiratory problem. Attached
form is required to be filled out by treating physician.
My son/daughter is: __ taking medication to control their problem.

_____not currently taking medication and rarely experiences any breathing  difficulty.

Student athlete signature Date Parent/Guardian signature Date

If student has been diagnosed with asthma, the attached Asthma Action Plan form is required to be completed by
treating physician.

Proudly Serving the Communities of... CHESTERFIELD, MANSFIELD, NORTH HANOVER, and SPRINGFIELD



The Pediatric/Adult

Asthma Coalition
of New Jersey Asthma Treatment Plan
our Patfway to Asthma Controf Patient/Parent Instructions

Original PACN] approved Plan available at
wWww.pacnj.org

The PACNJ Asthma Treatment Plan is designed fo help everyons understand the steps necessary for
the individual patient to achieve the goal of controlled asthma.

1. Patients/Parents/Guardians: Before taking this form to your Health Care Provider:
Gomplete the top left section with:
=Pattert’s rame = Barent/Guardian’s name & phone number
» Patlent's date of hirth ’ « An Emergency Dontact person’s name & phone number
» Patient’s doctor's name & phone number

2. Your Health Care Provider will:
Complete the following areas:

« The effective date of this plan

» The medicine information for the Healthy, Gaution and Emergency sactions

« Your Health Gare Provider will check the box next to the medication and circle how much and how often to take it

« Your Health Care Provider may check “OTHER” and:
£ Write in asthma medications not lisied on the form
& Write in addifional medicalions that will sontrol your asthma
% Write in generic medications in place of the name hrand en the form

« Together you and your Health Care Provider will decide what asthma treatment is best for you or your child io follow

1, Patients/Parenis/Guardians & Healfh Care Providers together:
Discuss and then complete the feligwing aseas: .
- Patlent's peak flow range in the Healthy, Caution and Emergency sectivns on the left side of the form
« Patient’s asthma triggers on the right side of the form
« Eor Minors Qnly section at the bottem of the form: Discuss your child’s abifity to seif-administer the inhaled medications,
check the appropriate box, and then both you and your Health Care Provider must sign and date the form

4. Parents/Guardians: Affer completing the form with your Health Care Provider:
» Make copies of the Asthma Treatment Plan and give the signed eriginal to your child's school nurse or child eare provider
» Keep a copy easily available at home to help manage your child's asthma
« Give capies of the Asthma Treatment Plan to everyene who provides care for your child, for example: babysitters,
hefore/after scheol program staff, coaches, scout leaders

This Asthma Treatment Plan is meant to assist, not replace, the clinical decision-making required to meet individual patient needs.
Not ali asthma medications are listed ard the generic names are not listed.

Disclaimers: .

The pse-of this WebsityPACNS Astima Tremiment Plan ang its conient is at your ows Fisk. The content i5 providse on #n a5 is” basis. The Amaricen Lung Associiion of the
Mid-Atlantic (ALAM-A), the Pediatric/Adult Asthma Goalition of New Jersey and all affliates diselaim all warranties, express or implied, statutory or ofherwise, including but not
Timited to the implied warranties or merchantability, non-infringement of thard parties’ flghts, and fitness for a parficular purpose.

ALAM-A makes 0o representations of warranties about the accuracy, refiability, completeness. currency, or imeliness of the conteat. ALAM-A makes no warranty, reprrsentation
or guaraty t1at the information will be uninterrupted of error free or that any defects can be comgeted.

in no event shall ALAM-A be able fer any damages (including, without limitation, incidental and consequential damages, pecsonal injury/fwrongfll death, fost profits, o damages
tesutting from data or business intereuption) resulling from the use or fabiity to use the content of this Asthma Treatmant Plan whether based on warra nty, coiract ™ 30y
otbier fegal theory, and whether or not ALAM-A is advised of the possibility of such damages. ALAM-A and its affiliates are not Fable for aay claim, whalsoevar, a1
use of misuse of the Asthma Treatment Plan, nor of this websile.

The Pediatiic/Adult Asinma Goalition of New Jersey, 5p by the Akticen Lung Assaciation of Kew Jersey, anf this publicstion are suppaned 2y & 7van! e The New Jersey Deparinvent of Health and AMERICAN
Seninr Services (JOHSSL with funds provided by the LS. Centers far Disease Cowmtio! and Prevention (USCDGP) wnder Groperstive Agreement SLSOEHIR0Z06-2. 115 coments are solely the responsibility of

{he athors and o nok recessaiy represent e pficial visws of the NJBHSS or fhe USCOCP. Allhough this ocurant has been funded wholly 0 & part by the Unitted States Environmental Prolection Agency G

under Agresments XAY72S6707-1, XADE204401- and XAI72S0903-0 to the Ametican Lung Assaciation of New Jerszy, R has nl gone ihisagh v Agency’s publications review pricess an therefore. may ASSOCIATION.
ot fietessarily refot e views of the Agency and no-official endorsement should be infecred. Information in this publication is not intended 1o diapnose health problems or take the place of medical advice. of New jarsey

For asthma or gy medical condifien. seek medical ad vict rem your cld’s oryour heaith care peofessional. EEah




The Pediatric/Adult Sponsored by \ \l///
\sthma Treatment Plan @mm Couton o AMERCAN N2
. N FITTY NG RALTH.
is asthma action plan meets NJ Law N.J.S.A. 18A:48-12.B) (Physician’s Orders) of New Jersey sewn RMNVICES
“Your Pathway (0 Asthma Contral ﬁsh,i,,cfe‘f};}“""*
lease Print) Bl ot porm
ame Date of Birth Effective Date
sctor Parent/Guardian (if applicable) Emergency Contact
wone Phone Phone

IEALTHY

I 4

Take daily medicine(s). Some metered dose inhalers may

be more effective with a “spacer” — use if directed

You have allof these: | yrpiciNE HOW MUCH to take and HOW OFTEN to ket | ITIGGErs
= Breathing is good - - " - Check all items
« No cough or wheeze (] Advair® [1 100, [J 250, L1 500 1 inhalation twice & day that Irigger
« Siaep through [ Advair® HFA [ 45, (3115, &1 230 2puifs MEH twice a day patient’s asthma:
. [ Alvesco® (1 80, [ 160 11,3 2 puffs MDI twice a day
the night [ Asmanex® Twisthaler® ] 110, 01 220 [} . 03 2 inhaleions (T once or [ twice aday | = Chalk dust
» Gan work, exercise, [ Flovent® (3 44, [1110, 00 220 2 puffs MDI twice a day O Gigarstte Smoke
and play [ Flovent® Diskus® [t 50 3 100 7 250 _____1 inhalation twice a day & sacand fend
{1 Piimicort Flexhaler® [ 90, (3 180 (01, [0 2 inkalafions T once or T icgaday | o ~ovye o,
[ Pulmicort Respules® (] 0.25, 17 0.5, 1 1.0__1 unit nebulized [J once or [ twice a day G Dust it
O Qvar® () 40, £3 80 111,032 pufis MDI twice a day d e
£ Singufair 0 4,11 5, 119 mg ___1tablet daily animals, carpet
IS gilhmblcort@ 18D, 13160 11,02 puffs MD! twice a day (1 Exercise
ef i Mold
And/or Peak flow above {1 Hone 0 Ozone slert days
Remember to rinse your mouth after taking inhaled medicine. (Q pests - rodents &
if exercise triggers your asthma, take this medicine minutes before exercise,  cockroaches
1 Pets - animat
dander

*AUTION

Il 2

You have any of these:

Continue daily medicine{s) and add fast-acting medicine{s).

0 Plants, flowers,
cut grass, pollen

X MEDICINE HOW MUCH io take and HOW OFTENto take it | Strong odors
« Exposure to known trigger - - u ean-
- Cough [ Aceuneb® [J 0.63, [31.25 mg 1 eait nebulized every 4 hours as neaded };"g p:‘;g;-mcs
« Mild wheeze [ Albuterol £11.25, (125 mg_____ 1 unit nebulized every 4 hours as needed scented progucts
] Albuterol £1 Pro-Air L Proventil® 2 puffs MDI every 4 hours as needed 0 Sudden tempera-
« Tight chest [ Ventolin® [ Maxair O Xopenex® 2 puffs MDI every 4 hours as nesded o cnanae.
« Coughing at night O Xcpenex® O 0.31, 07 0.63, [ 1.25 mg __1 unif nebulized every 4 hours as needed | ywiood Smoke
» Other: ] 1ncrease the dose of, or add: O Foods:
[T Other
= |f fast-acting medicine is needed more than 2 times a waek,
anefor Peak fiow from to except before exercise, then call your doctor. —
—— — ——— 1 Gther:

:MERGENCY [iilp

Your asthma is
getting worse fast:

= Fast-acting medicine did not

Take these medicines NOW and call 911.

Asthma can be a life-threatening illness. Do not wait!
[ Accuneb® [ 0.63, (3 1.256 mg 1 unit nebulized every 20 minutes

—_——
A ———————

help within 15-20 minufes | [ Ajbuterol £711.25, (3 25 mg 1 unit nebulized every 20 minutes This asthma
: iﬁ:;héng 'ss T‘E;dea"d fast | 3 Atbuterat 1 Pro-Air [ Proventil® 2 pufis MDI every 20 minutes treatment plan is
pen [ Ventalin® (] Maxair [ Xopenex® 2 puifs MDJ every 20 minutes meant 1o 2ssist,

« Ribs show
« Trouhle walking and talking
» Lips blue » Fingernails blue

{1 Xopenex® [1 0.31, [ 0.63, T 1.25 mg __1 unit nebulized every 20 minutes
1 Giher

not replace, the
clinical decision-

" making required

to meet individual
patient needs.

Andior Peak flow below
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FOR MINORS ONLY:

[T Thie student is capable and has beer instrucked in the PHYSICIAN/AP /PR SIGRATURE
proper method of seli-administering of the ron-nebulized | PARENT/SUARDIAN SIGNATURE
intiated medications named above in accordance with

PHYSICIAN STAMP

DATE

Y

3

e tacush the AgeTy'a puallons imdew process aw Rer
mn"rtmxn: polket e orws 2} e Ao ann) by wtliBl
e,

s ) Law,
FUISED MIEY 2009 3 This student is nat approved To seff-medicate.

Gkl ... | alco o cimyfor patient-and-for-physician file- For-children-under-18; send original-to-sehoek-nurse-or child care proviger—— -«




New Jersey Department of Education
COMPREHENSIVE PHYSICAL EXAMINATION FORM

Part A: HEALTH HISTORY QUESTIONNAIRE-Completed by the parent and student and reviewed by exa ﬁaining provider
Part B: PHYSICAL EVALUATION FORM-Completed by examining ficensed provider with MDD, DO, APN or PA

Part A: HEAL TH HISTORY QUESTIONNAIRE

Today's Daie: Date of Last Sports Physical:

‘Student’s Name: Smc M F (circleone) Ages Grade:
Date of Birth: .4 Schaok: District:

Sparis): " Home Phone: { )
Psovider Namge (Medical Home): Phone: Fax:

EMERGENCY CONTACT [NFORMATION

Name of parentfg—uardian: Relationship to student:
Phons (wm'k):- ' Phone (home}: Phone {cell):
Additional emergency contact: Refationship to student
Phone (work): Phone (horne): ~ . Phone (cell):

Direclions: Please answer the jollowing questions about the Sndents medical history by CIRGLING the carrect response. Explain all
“yes” responses on the lines below the questions. Piease respond 1o ail questions. \

1. Have you ever had, or do you curreritly have:

a. Restriction from sports for a heaith refated problem? Y /N7 Don't Know
b. Aninjury or iliness since your last exam? Y I/ Donr't Know
c. A chronic or ongoing ifiness (such as disbetes or asthma)? ' Y £N/ Don't Know

{1.) Annhaler or other preseripticn medicing to confrol asthma? Y / N/ Don't Know
d. Any prescribed or over the counter medications that you take on a requtar basis? Y I N7 Dan't Kbow
e. Surgery, hospitalization or any emergency room vigitfs)? Y IN ! Don’t Know
1. Any sllergies to medications? R Y i N/ Don't Know
g. Any allergies 10 bee stings, polien, latex or feads? v - -0 - Y [N/ Don't Know

{1) ifyes, check type of reaction: ) oo
. .. COJRash O Hives [1 Breathing of other anaphytactic reaction.

-~ (2) Take any medication/Epipen taken for allergy symptoms? {List below.) YiN/Don'tknow .
h. Any anemias, bicod disorders, sickle cell diseasefirait, bleeding tendencies or cloting disorders? Y 1 N/ Don't Know
i Ablood rel=tive who died before age 507 T : Y /N7 Don't Know

Explain all “yes” answers here {include relevant dates}:

List all medications here: .
Medication Name Doszage ) S ‘Frequesicy
NIDGE/APPEF 16/07 o Use of this form is required by N.JA.C, 6A:16-Programs fo Support Student Development
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v

" 2, Heve you ever had, or do you curently have, any of the following head-refated conditions:

- a. Concussion or head injury {including “bell rung” or a “ding™)? Y/ N/ Don't Know
k. Memaory ioss? Y { N/ Dor't Know
¢. Knocked out? Y 1 N7 Dow't Know
¢, A seizue? ¥ i N f Don't Know
d. Freguent or severe headaches (With or without exercise)? ¥/ N/ Don't Know
e. Fuzzy or blurry vision Y 1 N/ Don't Know
f. Sensifivity to lightinoise Y { N f Don't Know

Explai all "yes" answers here (include relevant dates¥.

3. Have you ever had, or do you currently have, any of the following Aeart-refated conditions:

a. Restriction from sposts for heart problems? Y / N/ Don't Know
b. Thest pain or discomfort? Y ! N/ Don't Know
¢, Heart murmur? Y { N/ Don't Know
d. High blocd pressure? Y I N { Dont Know
e. Efevaled cholesterol level? ¥ ! N # Don't Know
£ Hear infection? . YN/ Don't Know
g. Dizziness or passing out during or after exarcise withoul knowr cause? ¥ ¢ N/ Don't Know
h. Has a providsr aver ordered g heart test EKG, echocardiogram, siyess test, Holter menitory? Y 7 N Don't Know
i. Racing or skipped heartbeats? ’ Y / N/ Dot Know
i Unexplained difficulty breathing or fatigue during exercise? Y[ N7 Don't Knew
k. Ay family member {biood refative):
{1.) Under age 50 with a heart condition? ¥ § N/ Doml Know
(2.) With Marfan Syndrome? ¥ 1 N/ Dom't Knew
(3} Died of a heart problem before age 502 If yes, al what age? . Y / N { Don't Know
{4) Died with no known reason? Y ¢ N7 Don't Know
(5.) Died while exarcising? If yes, was il during or after? (Circle one.} ¥ i N/ Don't Know

Expiain ali “yes” answers here {include relevant dates):

4. Have you ever had, or do you -cur,rently have, any of the following eye, ear, 00sa, mouth or throat condifions:

a. \fision problems? Y N7 Don't Know

{1.) Wear contacls, eyeglasses of proteclive eye wear? (Cirdle which type.) Y N Don't Know

b. Hearing loss or problems? - Y 4 M1 Bon't Know

{1.) Wear hearing aides or implants? Y 7 N/ Don't Know

¢. Masal fractures or frequent nose bleeds? Y ! N f Don't Know
....d..Wear braces. retainer or protective mouth geat? R Y N7 Dot Know -

e. Erequeni sirep or any other sonditions of the throst {e.g. ionsiliitis)? - ¥ N/ Don'iFsow

‘Expla‘ln all"'yes-" -answers here (include relevant dates):

5. Have you ever had, or do you currently have, any of e fallowing neuromusculai/orthopedic conditions:

Nurrbness, a “bumer”, “stinger” or pinched nerve? ¥ I N Don't Know

A sprain? ¥ t K 1 Don't Know

A strain? . ¥ I N/ Don't Know

Swelling or pain in muscles, tendans, bones or joints? Y 1 M £ Don't Know

. - Disincaledioint(s)? ) s : Y I N/ Don't Know
£, -~ Ufperar owerback pain? =~ 77 o ke - Y/ N/Dcn't Know

. «Eracture(s); stress Tracture(s), or brokenbone(s)?- ., - -7 . YIN/Don'tKnow

i ;p&‘inéii wearany protective bracésor equipment?” S - ¥ I N/ Don't Know

Explain alf {yes) answers here {include relevant dates):

8. Haveyou ever had or do you currenlly have any of the following general or exercise related conditions.
a, Difficulty breathing?
(1.} During exercisg? e Y I N Don't Know

NIDOE/APPEF [¢(07 Use of this form is required by N.LAC. 6Ac16-Programs to Support Student Developrient
&




(2.) Alter unning one mite? :
(3.} Coughlng, wheezing ar shottness of bresth In weather changes?
{4.) Exercise-induced asthma?

i. Contralled with medication? (specily

i, Experience tiz2ingss, passing out or fainting?
b. Viral infections (.. mono, hepaliiis, coxsackie virs)?
¢. Become lired more quickly than others?
d. Any of the following skin conditions: .
(i.) Cold sorestherpes, impetige, MRSA, ringwarm, warts?
(2.} Sun sensitivity?
&. Weight gainfioss (of 10 pounds or more}?
(1.} Do you want to weigh more or less than you do naw?
f. Ever had fealings of depression?
g Heat-related problems (debydration, dizziness, fatigue. headache)?
(1) Heat exhaustion {cool, clammy, damp skin)?
{2.} Heat stroke {hot, red, dry skin}?
{3.) Muscle cramps? -
h. Absence or loss of an organ {2.g. kidney, eyeball, spleen, 1asticle, avany)?

Explain gl “yes" angwers here (include relevant dates):

Y f M7 Don't Know
Y 7N/ Don'l Know
Y I N/ Don't Know
Y { N/ Don't Know
Y { N/ Don't Know
Y I N7 Don't Know
Y f N/ Don't Know

Y { N7 Don't Know
Y / N/ Don't Know
¥ 1 N/ Dor't Know
Y /N7 Don't Know
¥ | N7 Don't Know
¥ N/ Den't Know
Y /N 7 Don't Know
Y { M/ Don’t Know
Y I N/ Dan't Know
Y I N/ Don't Know

7. Females only:
Age of opset of menstruation:

Haw many menstrual periods in the last twelve {12) months?

How trtany periods missed in the fast twelve {12} months?

8, Males only:
Heve you had any swelling or pain in your testicles or groin?

Y I' M/ Don't Know

PARENT/GUARDIAN SIGNATURE

| certify that the information provided herein is accurate to the best of my knowledge as of the date of my

signature.

i S_ign_étui’e‘, 'ParentiGuardia'n or-Student Age 18

THIS COMPLETED AND SIGNED HEALTH HISTORY MUST BE REVIEWED BY THE

Date of Signature;- ‘

EXAMINING PROVIDER AT THE TIME OF THE MEDICAL EXAM.

NiDOE/APPEF !01’0'} Use of this form is requived by N.LA.C. 6A:16-Prograims 1o Support Steudent Developent
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Northern Burlington County Regional School District
160 Mansfield Road East

Columbus, NJ 08022
Phone: 609-298-3900
Fax: 609-324-8254~ HS Nurse
Fax: 609-920-2013 MS Nurse
Web: www.nburlington.com

Health Office Staff- High School Health Office Staff- Middle School
Diane Applegate, RN, MSN Eileen Mancini, RN, BSN
Ext. 2018 Ext. 4030
Laura Tewes, RN
Ex2018

SUBIECT: Medication at School

Our medication policy encourages parents to administer all medications at home; however, it is recognized
that children with special needs, chronic illnesses, and specific disabilities may require medication during
the school day.
We therefore require a physician’s approval and a written parental consent to accompany all medication
both prescription and non-prescription {over-the-counter).
All medication must be brought to the school by parents/guardians and it will be kept locked in the nurse’s
office. The bottle should be clearly labeled with the child’s name, name and strength of medication,
drugstore where purchased, name of prescribing physician, and the time and amount of medication to be
given.
The written statement from the physician must identify:
: Child’s name and age

Name and strength of medication

Dosage, time to be given in school

Purpose of medication

Dates of administration
A written statement from the family physician must be brought in each September for those students who
are on continuons daily medication
Student’s Name Age Grade

Name and Strength of Medication Dosage

Time and Route of Administration in school

Reason for Medication

Effective Dates: From 20 to 20

Most common side effects:

It is my understanding that the School Nurse charged with the administration of medication may rely upon
my directions as contained in this document. I further certify that T am the physician who prescribed the
medication and that the student named above is under my supervision as a patient for diagnosis and
treatment. Any alteration to the above will occur only with written directions from the attending physician.

Doctor’s Name (Print) Doctor’s Signature
Patient’s Medication Allergies Doctor’s Address
Date Doctor’s Telephone Number

Date Parent’s Signature



Northern Burlington Regional School District Emergency Information Form

School Year
Student Name Date of Birth Male  Female  Gr.
(last) {first)
Home Address Zip Home Phone
Student lives with: Mother Father Guardian Other
Emergency Contacts : Only congacts fisted on this emergency card will be permitted to pick your child up from school
Mother’s/ Guardian’s Name Address
(if different from student)
Phone # work phone # cell phone #
Father’s/ Guardian’s Name Address
(if different from student)
Phone # work phone # cell phone #
List two neighbors or nearby relatives who will assume temporary care of your child if you cannot be reached :
1.
name relationship cell # home # work #
2.
name relationship cell# home # : workd#

Please list other children attending New Jersey Public Schools (Name, School)

Does student have Health Insurance?

YES If, Yes, name of insurance company

NO NJ FamilyCare provides free or low cost health insurance for uninsured children and certain low income parents. For more information
call 800-701-0710 or visit www.njfamilycare.org to apply online. You may release my name and address to the NJ FamilyCare Program to contact
me about health insurance.

Signature: Printed Name Date:

Written consen! required pursuant to 20 U.S.C. & 1232g (B)(1) and 34 C.F.R. 99.30 (B)

Scoliosis:
*The State of NJ requires that all children age 10-18 be screened for Scoliosis (curvature of the spine) every other year.

Yes, | want my child sereened for Scoliosis at school.
Neo, My child wiil be screened for Scoliosis by our private physician. Iwill send a report of this exam to school.

Physical Examinations:
Students must receive routine medical exams upon entry into school. It is also recommended that students receive subsequent medical exams at

Jeast once during each developmental stage. Student Medial Examinations should be given by the child’s primary health care provider.
#Students are screened annually by the sehool nurse, for height, weight, vision, hearing and blood pressure.

1, the undersigned, do hereby authorize officials of New Jersey Public Schools to contact directly the persons named on this card.

In the event that persons named on this card, or parents cannot be contacted, the school officials are hereby authorized to take whatever action is deemed necessary in their
judgment, for the health of the aforesaid chiid.

1 will not hold the school district financially responsible for the emergency care and/or transportation for said child.

Signature of Parent(s)/Guardian(s) Date




