
 Health Services Employee Emergency and Health Information  
     

BISD Form V C (pg 1), 6/09 

Name:  DOB:  ID#:  
Campus:  Grade:   
 
Home address/zip:    
Home phone:   Cellular/Pager:   
 
In Case of Emergency Please Notify: 
Name:   Relationship:   
Home phone:  Work Phone:   
Cellular/Pager:     
 
Medical Information: 
Name of PCP:  Phone #:   
Hospital of choice:    
Insurance carrier:   Policy #:   Phone #:   
 
Allergies/Medical History:  Medications taking currently:  
    
    
    
    
    
    
    
 
Please circle any condition that you currently have or have been diagnosed with in the 
past:  
Asthma  Traumatic injury 
High cholesterol  Diabetes 
Hypertension/high blood pressure  Depression 
Heart disease 
Hepatitis: Type:   Date:   
Cancer: Type:   Date:   
Surgeries:     
    
    
Other: ____________________________  ____________________________________ 
__________________________________  ____________________________________ 
__________________________________  ____________________________________ 
__________________________________  ____________________________________ 
__________________________________  ____________________________________ 
__________________________________  ____________________________________ 
__________________________________  ____________________________________ 
__________________________________  ____________________________________ 
__________________________________  ____________________________________ 
 



 Health Services Employee Emergency and Health Information  
     

BISD Form V C (pg 2), 6/09 

 
Baseline Vital Signs: T   HR    RR ______  BP    Peak flow:   
 
Date:  Medication  B/P Pulse  Comments  
           
           
           
           
           
           
           
           
           
           
           
           
           
           
           
           
 
 
Notes:   
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
 


