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I, the undersigned, agree that health services shall be offered in
the school’s clinic for my son/ daughter by the school nurse.

| also agree that these health services will remain provided to
my son/daughter and effective until | either refuse these health
services or he/ she is transferred from the public schools.

My consent involves a general approval of curative and /or
preventive services that may include first aid, screening for
height, weight, vision acuity, colour blindness (for Grade 5
students only), vaccination, and referral to primary health care
centres or emergency room when necessary& to administer the
following emergency medications when needed:

1. Paracetamol to control mild to moderate pain and fever.

2. Antihistamine cream (topical) for mild Allergy

3. Epinephrine in a severe allergic reaction

4. Ventolin Inhaler (Salbutamol) to control asthma symptoms.
5. Oxygen therapy in case of low oxygen concentration in the
blood

Please list any precautions or contraindications to the above
medications that the school nurse needs to know:

(In case of refusal, the above services will not be offered except
in emergency situations which require immediate intervention.)

If my son/daughter needs to be transferred to the clinic or
emergency room in either my absence or the legal guardian’s
absence, then | authorize the school to transfer him/her as
needed.
I also understand that the medical record is a confidential
document. Reporting of medical information to other entities is
subject to DOH data management and standards requirements
policy.
The following school personnel will be notified about my child's
medical condition

[0 School Personnel that have contact with my child

[0 School administration only

Name of student’s Parent / guardian: .........ccccevuveeeneenns
Signature of student’s Parent / guardian...

Relation to the student: .......cccoocciiieieeee e,
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] agree that health services will be offered for my son/
daughter in the school

[ Idon't agree that health services will be offered for my
son/ daughter in the school
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