Gyeongnam International Foreign School

#451-1, Weolseong-Ri, Sanam-Myeon, Sacheon, Gyeongnam, Korea, 664-942

Tel : +82-55-853-5125 Fax : +82-55-853-5129

MEDICAL INFORMATION FORM

The information on this page is used by G.I.F.S. to Assisi in obtaining medical care and for contacting parents in the event of a medical emergency. This form may also accompany the student on athletic activities and off-campus events. Please add extra pages if there is not enough room. 

__________________________________________________              __________________

Last Name                 First Name         M.I                 Date of Birth 

Current School Year _________   Grade______    Day Student ______   Boarder_____

PERMISSION FOR EMERGENCY TREATMENT

In the event parents or legal guardians named on this form cannot be contacted, I the undersigned do hereby authorize the officials of Gyeongnam International Foreign School to obtain emergency medical treatment for the health of; ______________________.
Print Student’s Name 

I will not hold the school responsible for the emergency care and/or transportation for said student.
Signed: _____________________________    Date:______________________________________

EMERGENCY CONTACT PHONE NUMBERS
Mother: ____________________________________
Home Phone:____________________
   





Work Phone:_____________________


Cell Phone:  ____________________

Father:______________________________________
Home Phone:____________________
   





Work Phone:_____________________


Cell Phone:  _____________________  

Back-up Contact:_____________________________
Home Phone:_____________________
   





Work Phone:______________________


Cell Phone:  ______________________

BRIEF HEALTH HISTORY

TO BE COMPLETED BY THE PARENT

Please comment on any areas that may affect your child’s participation in school and sports activities or would be significant information for emergency services.
	Allergies to medications:_________________
	Type of reaction:_______________________

	Allergies to foods, insects, etc.:__________
	Type of reaction:_______________________

	Airborne allergies:_______________________
	Treatment:______________________________

	Diet or Eating Disorders:_________________
	Treatment:______________________________

	Respiratory conditions:___________________
	Treatment:______________________________

	Asthma:_________________________________
	Treatment:______________________________

	Diabetes:________________________________
	Treatment:______________________________

	Epilepsy/Convulsions:____________________
	Treatment:______________________________

	Cardiac Problems:_______________________
	Treatment:______________________________

	Kidney Problems:________________________
	Treatment:______________________________

	Migraine Headaches:_____________________
	Treatment:______________________________

	Fractures/Back Problems:________________
	Treatment:______________________________

	Physical Disabilities:_____________________
	Treatment:______________________________

	Serious Past Injuries/Illnesses:___________
	Details:__________________________________

	Vision/Hearing Problem:_________________
	Treatment:______________________________

	Past Operations:_________________________
	Details:__________________________________

	Any recent or significant joint problems:______________________________________________



	Any diagnosed learning or behavioral disorders: _____________________________________



	Any other medical concerns or significant medical history:____________________________



	Any special requests: _______________________________________________________________




Restrictions to participation in school or sports activities (please tick): YES      NO
If Yes, Please explain:_______________________________________________________________

Current Medications: :_______________________________________________________________

Any Additional Comments: :__________________________________________________________

OVER THE COUNTER MEDICATIONS
In the course of assessment and treatment of student medical problems, it is occasionally appropriate to administer Tylenol(acetaminophen), Sudafed (pseudophedrine), Advil (ibuprofen), Robitussin, Pepto-Bismol, Claritin, and other over the counter medications.
My son/daughter _____________________________ may/may not receive these over the counter medications when it is deemed appropriate.

Parent/Guardian Signature:___________________________     Date:_____________________

LONG TERM PRESCRIPTION MEDICATION FORM
Long-term medication may be given, provided that parents complete the following permission request form. Bring the medication in the original prescription bottle, properly labeled by a pharmacist.
To be completed by parent (please attach another sheet if there is insufficient space):

Diagnosis:_______________________________________________________________________

Name of Medication:_____________________________________________________________

Dose(s) to be given at school:____________________________________________________

Time(S) to be given at school:___________________________________________________

Other instructions:_______________________________________________________________

_______________________________________________________________
_______________________________________________________________

Side effects: _____________________________________________________________________

______________________________________________________________________

_____________________________________________________________________

Effective From:______________________            Until:__________________________

My child has permission to receive the above medication as directed.

Parent/Guardian Signature______________________________      Date:_____________

BOARDERS : Please indicate how you plan to have this medication replenished:________
__________________________________________________________________________________________________________________________________________________________________________

The school cannot accept responsibility for students taking prescription medicine during the school day without supervision. For this reason, no student may possess or take prescription medicine during the school day without supervision.
CONFIDENTIALITY OF MEDICAL INFORMATION

Gyeongnam International Foreign School compiles with the American national requirements regarding confidentiality of medical information. This is known as HIPPA or Health Information Portability and Accountability Act. This act has many purpose and components, but there is one aspect that relates specifically to the students in a school situation. This component is the “ privacy rule” that ensures privacy and confidentiality of all personal medical information.

Because of these guidelines, the Gyeongnam International Foreign School requests your permission to discuss health issue with physicians and to submit pertinent health insurance claims related to medical problems that arise during the school year.
I have read and understand the above information regarding HIPPA regulations and agree to allow Gyeongnam International Foreign School to share and submit health information for my child as deemed necessary.

Name of Student:_________________________________________________________________

Date:_____________________________________________________________________________

Name of Parent or Guardian:_______________________________________________________

RISK & LIABILITY:

Please refer to the Waiver Form signed during the enrollment process.
