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Lutheran South Unity School

5401 South Calhoun Street

Fort Wayne, IN 46807

P: 260.744.0459

F: 260.745.9265
2011 - 2012 Emergency Medical Information
Psalm 25:4 Show me your ways, O Lord, teach me your paths.

Custodial Parent or Legal Guardian:

Student_________________________________________________________  
Entering Grade_____________________



First

       Middle

          Last 

Date of Birth_____/______/_____ 
 Sex:   ( Male      ( Female

Family Information:

Student Lives with:
( Both Parents
  ( Mother
  ( Father           ( Other: ____________

Status of Parents:
(Married
( Separated
( Divorced
( Parent Deceased

Father’s Name: _______________________________________ Occupation/Employer: 
________________________

Address___________________________________________________________________________________________  


City ____________________________  State _________________________     
Zip  ______________________________

Father’s Phone:   ____________________  Father’s Cell: ___________________ Father’s Work: ___________________

Primary Email Address:______________________________________________ 

Mother’s Name: _______________________________________ Occupation/Employer: 
_______________________

Address___________________________________________________________________________________________  


City ____________________________  State _________________________     
Zip  ______________________________

Mother’s Phone:   ___________________  Mother’s Cell: __________________ Mother’s Work: __________________

Primary Email Address: ______________________________________________ 

Medical Background:

DOES YOUR CHILD HAVE ALLERGIES?   (if yes, please explain including type and severity of reaction)?

Does your child require use of an Epi-Pen for allergic reactions?
 _____________________________________________________

DOES YOUR CHILD HAVE ASTHMA?    (   ) allergy induced      (   ) anxiety induced      (   ) exercise induced      (   ) other

Describe severity of attack / what controls attack best: 
_____________________________________________________________

DOES YOUR CHILD HAVE DIABETES?    Has had since age _____  Controlled by  (   ) diet only    (   ) insulin     (   ) insulin pump

Additional diabetic information:
 ________________________________________________________________________________

DOES YOUR CHILD HAVE EPILEPSY? (list type) __________________________________ Controlled by:  (   ) medication  

(   ) other  ___________________________________________________________________________________________________

How often does student have seizures? ___________________ List known triggers: ___________________________

Please list any other medical problems or health concerns with any special instructions:

Medications taken on a regular basis and condition being treated:

In Case of Illness or Emergency at School:

When no designated contact can be reached, or a serious medical emergency exists requiring medical treatment beyond what can be provided at school to maintain safety and/or life, the student will be transported by EMS to the emergency room of ___________________________________________ hospital.

I understand that every effort will be made to contact the custodial parent or legal guardian.  When this fails, the following person(s) will be contacted to speak on behalf of the student with the same authority as the parent.  

#1 Name ______________________________  Phone No. ________________________   Relationship _______________________

#2 Name ______________________________  Phone No. ________________________   Relationship _______________________

#3 Name ______________________________  Phone No. ________________________   Relationship _______________________

STUDENT’S DOCTOR ______________________________________          OFFICE PHONE NO. ______________________________

