
    EMERGENCY MEDICAL AUTHORIZATION     

 
John Paul II Catholic School    2015-2016 School Year 
            
              
_______________________________________________  _____________________________  _______________________ 
Student Name      Grade/Home room  Teacher    Date of Birth 
  
____________________________________________________________________________________________________________________ 
Address       City  State  Zip   Telephone 
 
Purpose: to enable parents and guardians to authorize the provision of emergency treatment for children who become ill or injured while 
under the school’s authority, when parents or guardians cannot be reached. 
 
A.  Residential Parent/Guardian 
 
Mother’s Name ____________________________________   Daytime Phone Number  _________________________  Cell_____________________ 
 
 
Father’s Name  _____________________________________ Daytime Phone Number  __________________________ Cell_____________________ 
 
 
Other Name/Relationship_____________________________  Daytime Phone Number  __________________________________ 
 
B. Name of Relative or Childcare Provider   _________________________________________    ___________________________________ 

           Name         Relationship 
               __________________________________________     ___________________________________ 
               Address         Phone Number 
 

************** PART I OR PART II MUST BE COMPLETED AND SIGNED ************** 
 

PART I MUST BE COMPLETED TO GRANT CONSENT: I HEREBY GIVE CONSENT FOR THE FOLLOWING MEDICAL CARE 

PROVIDERS/LOCAL HOSPITAL TO BE CALLED 

Doctor’s Name 
 

Phone Number 

Dentist’s Name 
 

Phone Number 

Medical Specialist 
 

Phone Number 

Local Hospital 
 

Emergency Room Phone Number 

   In the event reasonable attempts to contact me have been unsuccessful, I hereby give my consent for (1) the administration of any treatment 
deemed necessary by above-named doctor, or in the event the designated preferred practitioner is not available, by another licensed physician or 
dentist, and (2) the transfer of the child to any hospital reasonable accessible. 
   This authorization does not cover major surgery unless the medical opinions of two other licensed physicians or dentists, concurring in the necessity 
for such surgery, are obtained prior to the performance of such surgery. 
    Facts concerning the child’s medical history including allergies, medications being taken, and any physical impairments to which a physician should 
be alerted:  
Medications 
taken:_____________________________________________________________________________________________________________ 
 
Allergies and 
reactions:________________________________________________________________________________________________________________ 
 
Chronic physical or behavioral 
problems:________________________________________________________________________________________________________________ 
 
Date ______________________                       Signature of Parent/Guardian ________________________________________________________ 
 
                                                                            Address  __________________________________________________________________________ 
 

 

DO NOT COMPLETE PART II IF YOU COMPLETED PART I 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

PART II- REFUSAL TO CONSENT 

 
I DO NOT give my consent for emergency medical treatment of my child.  In the event of illness or injury requiring emergency treatment, I wish the 
school authorities to take the following action. 
 
_______________________________________________________________________________________________________________________ 
 
_______________________________________________________________________________________________________________________ 
 
Date ______________________                       Signature of Parent/Guardian ________________________________________________________ 
 
                                                                            Address __________________________________________________________________________ 
 

 



ARCHDIOCESE OF CINCINNATI 

PERMISSION, RELEASE AND MEDICAL POWER OF ATTORNEY (rev. 6-2006) 

1. I, the lawful parent or guardian of (the “child”), give permission for my child to  

participate in the activity described on the Activity Information form and release from all liability and indemnify the Archbishop of  

Cincinnati, both individually and as trustee for the Archdiocese of Cincinnati and all parishes within the Archdiocese, and their  

officers, agents, representatives, volunteers, and employees from any and all liability, claims, judgments, cost or expenses, including  

attorney fees, arising out of any injury or illness incurred by my child while participating in or traveling to or from the activity. 

2. I agree to instruct my child to cooperate with the Archbishop or his agents in charge of the activity. 

3a. I appoint the Archbishop or his agents who are acting as leaders of the activity as my attorney in fact to act for me in my  

name and my behalf, in any way that I would act if I were personally present, with respect to the following matters if any injury,  

illness or medical emergency occurs during the activity or related travel: 

(i) To give any and all consents and authorizations to any physicians, dentist, hospital or other persons or institutions  

pertaining to any emergency medications, medical or dental treatments, diagnostic or surgical procedures or any other emergency  

actions as our attorney shall deem necessary or appropriate for the best interest of the child. 

(ii) I understand that the agents of the Archbishop will make a reasonable attempt to contact me as soon as possible in  

the event of a medical emergency involving my child. 

3b. This power of attorney shall lapse automatically upon completion of the activity and related travel. 

4. I agree that the Archbishop or his agents may use my child’s portrait or photograph for promotional purposes, website and office  

functions. 

I have carefully read this statement, and my signature acknowledges that I fully understand the content and meaning. 

Signature of Parent or Guardian Date / /________________________________ 

Home Address City Zip ___________________________________________ 

Parent or Guardian Phone No. (w) -- (h) ______________________________  

Emergency Contact Phone No. (w) ___________________________________(h) _____________ 

****************************************************************************** 

Medical Information — Completed by Parent or Guardian — Please Print 

Child’s Name Birth date / /___________________ 

Allergies ___________________________________________________________________________________________ 

Medications _________________________________________________________________________________________ 

Chronic Conditions (e.g. epilepsy, diabetes) ________________________________________________________________ 

Medical Insurance Co. Policy No. ________________________________________________________________________ 

Member’s Name Phone No. (h) (w) _______________________________________________________________________ 

Member’s Birth date / / ________________________________ 

Family Doctor Phone No._______________________________ 



School Year 2015-2016 

John Paul II Tuberculosis Screening Form for Students 

 
In order to assure that John Paul II (JPII) is in compliance with Ohio State Law Revised Codes 

3301.17 and 3301.13, as specified by Hamilton County Public Health TB Control Unit, we ask 

that you complete this questionnaire regarding your student. 

 

Student Name____________________________________Grade_____ Homeroom __________ 

 
1. Was your child born in the United States? 

Yes (proceed to question 2) 
No 

Has your child been living in the United States for 5 years or less? 

Yes 

No 

What is your child’s country of birth? 

_____________________________________ 

2. Has your child traveled outside of the United States within the past year? 

No (proceed to question 3) 

Yes 

To what country or countries did he/she travel? 

_________________________________________________ 

  

On what date did he/she return to the United States? 

 _________________________________________________ 

 

Did he/she travel in a non-tourist capacity (such as a mission trip) for at least one 

week or stay with family/friends in a private residence? 

No 

Yes 

 

3. Has anyone in your family been diagnosed or treated for TB within the past year? 

No 

Yes 

 

Documented evidence of a TB screening must be received in no less than 60 days and no more 

than 90 days from the date of return from or first arrival to the USA from a high risk foreign 

country(as determined by the World Health Organization.) The test must be a Mantoux 5 TU 

PPD (skin test) or a QuantiFERON blood test. In addition, a foreign born student who has been 

in the USA for five years or less must provide documentation of a negative TB screening as 

specified above, within 90 days of enrollment at JPII.   

I understand that I am responsible to notify the JPII school nurse of any planned or completed 

foreign travel during the current school year. 

 

Parent/Guardian Signature_________________________________Date_________________ 

 

 

 



Ohio Department of Health  •  School and Adolescent Health

Oral Assessment
Student’s name Date of birth

/ /

The following services have been performed (please check all that apply)

a Examination a Fluoride application a Oral prophylaxis (cleaning) a Prescription for fluoride supplement

a Orthodontic assessment a Radiographs a Dental sealant a Treatment (restoration, pulp therapy)

a Other_______________________________________________________________________________________________________________________

The following oral hygiene instruction was provided (please check all that apply)

a Toothbrushing a Flossing a Dietary counseling a Use of fluoride mouthrinse

a Other_______________________________________________________________________________________________________________________

The following statements are applicable (please check all that apply)

a All necessary preventive services have been performed. (Fluoride treatment, prophylaxis)

a No restorative services are required at this time.

a Further treatment is indicated.(See comments)

a Further appointments have been arranged. (Orthodontic, restorative)

a Routine recall visits recommended.

Comments

Dentist’s signature Print name Phone

( )
Address Date

/ /
City State ZIP

HEA 4243  8/06



Ohio Department of Health  •  School and Adolescent Health

Physical Examination

Student’s name Sex Date of birth

a Male a Female / /
Height Weight BMI percentile BP

Screening Tests
Vision Hearing Postural
Date performed Date performed Date performed

/ / / / / /

Distance Acuity a R a L Pure Tone a No abnormality noted

Muscle Balance a Pass a Fail Right ear a Pass a Fail a Screening not done

Stereopsis a Pass a Fail Left ear a Pass a Fail a Referral made

Color a Pass a Fail Child wears hearing aid? a Yes a No Comments

Child wears glasses? a Yes a No Child under the care

Tested with glasses? a Yes a No of a hearing specialist a Yes a No

Referral made? a Yes a No Referral made? a Yes a No

Speech/Language Lead Poisoning

Speech assessment completed a Yes a No a Date _________________ Type a C a V Results_______________ µg/dL

Child has no discernible speech problem a Yes a No a Date _________________ Type a C a V Results_______________ µg/dL

Speech evaluation recommended a Yes a No Tuberculin Test

Child has possible problem with ___________________________ Date____________________ Type ______________ Results_____________________

Health History (Serious or chronic illnesses/injuries/surgeries)

Physical Examination Date of most recent examination / /

a Essentially normal a Abnormalities as follows

Is this child able to participate fully in:

Classroom and academic activities a Yes a No Physical education classes a Yes a No

Competition athletics a Yes a No Contact and collision sports a Yes a No

If limitations are advised, please specify

Does this child have any physical, developmental or behavioral issues that may affect his/her educational process?

HealthCare Provider’s signature Print name Phone

( )
Address Date

/ /
City State ZIP

HEA 4242  8/06










