        PUYALLUP SCHOOL DISTRICT






          PUYALLUP SCHOOL DISTRICT
         
     HEALTH SERVICES







                     HEALTH SERVICES

         


Student _________________________  Birth Date ______  Home Phone __________
        
 Student _________________________  Birth Date ______  Home Phone __________
Parent/Guardian ________________________  Work Phone ____________________

 Parent/Guardian ________________________  Work Phone ____________________
Home Address _________________________  City _______________  Zip ________

 Home Address _________________________  City _______________  Zip ________ 
PERSON(S) TO BE NOTIFIED IN CASE OF EMERGENCY:



 PERSON(S) TO BE NOTIFIED IN CASE OF EMERGENCY:
Name __________________________  Relationship __________  Phone ___________

 Name __________________________  Relationship __________  Phone___________

Name __________________________  Relationship __________  Phone ___________

 Name __________________________  Relationship __________  Phone___________
CONTACT PHYSICIANS(S):







 CONTACT PHYSICIANS(S):
1st Choice __________________________  Phone _________________


  1st Choice __________________________  Phone _________________

2nd Choice __________________________ Phone _________________


  2nd Choice __________________________ Phone _________________

          

DIAGNOSIS:  __________________________________________________________

 DIAGNOSIS:  _________________________________________________________
_______________________________________________________________________

 ______________________________________________________________________
        

  Medication Given
      Dosage/Time     Allergies
     Medication/Treatment

   Medication Given
  Dosage/Time       Allergies
   Medication/Treatment





CHILD SPECIFIC EMERGENCIES:






CHILD SPECIFIC EMERGENCIES:

               

 If You See This . . .


         Do This 




        If You See This . . .


               Do This 





My signature indicates my involvement in the plan and information provided above.


                  My signature indicates my involvement in the plan and information provided above.
PARENT/GUARDIAN SIGNATURE ___________________________ DATE _______

PARENT/GUARDIAN SIGNATURE ___________________________ DATE ______
PHYSICIAN SIGNATURE  ___________________________________ DATE _______

PHYSICIAN SIGNATURE  ___________________________________ DATE ______
    This plan constitutes a Section 504 Accommodations Plan.  I have received a Notice of Parent/Guardian and Student Rights.

      This plan constitutes a Section 504 Accommodations Plan.  I have received a Notice of Parent/Guardian and Student Rights.
For Emergency Action Plans re: Allergies, Asthma, Diabetes, Seizures – See this PSD Web Address:              For Emergency Action Plans re: Allergies, Asthma, Diabetes, Seizures – See this PSD Web Address:
     
http://www.puyallup.k12.wa.us/studentlearning/specialservices/health.cfm
               http://www.puyallup.k12.wa.us/studentlearning/specialservices/health.cfm
              EMERGENCY     ACTION     PLAN














               EMERGENCY     ACTION     PLAN








