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Health Services

Emergency Medical Information and Assessment

Name:

DOB:

Student ID Number:

Address:

Parent or Guardian:

Notified:

Alternate Contact:

Notified:

Hospital Preference:

Notified Principal:

Medications:

Campus:

Date:

Age:

Home Phone:
Work Number:

Beeper Number:

Work Number:

Mobile Number:

Allergies:

Medical History:

Last TD Booster:

Events leading to call:

Hepatitis Series Completed:

Time: B/P Resp: Pulse:
Time: B/P Resp: Pulse:
Time: B/P Resp: Pulse:

Notified: [_]Principal
[ ] Parent/Guardian
] Nurse

BISD Form IV G, 6/09

Pain: (Scale of 1-10)

Pain: (Scale of 1-10)

Pain: (Scale of 1-10)




