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Baltimore COUIl[Y Publ ic School: has a cinc I ,I ICY th;!! i),)lrlcll ' enforced ,Ii 
Woodlawn High School. Ally pI ysiciall or ered l ledlcalioll must b' brougilt lo illL' 
school nurse. in (he original. lab Ie(. prescrrption ottl\.' ACCO.\II / by (! 

completed medication form. 

Additionally. rhe school nursf III y tind it a propr' te to admillister a non-p,rescripuon 
medicine for your child's cOI1[lfor .. he nur e ma only give a stud t medlclIle with a 
COMPLETED DISCRETIONA MEDI ATI N FORM. 

Please find both medication form ith tl s newsletter. 

Each student attending Woodlawn Hi n Scho I is eligibl¢ to receive 
health services through the school ba tid clini . A pedi 
practitioner. and a Baltimore Cou. ty ijealth epar em:R.N., deliv primary care to 
adolescents in the Health Suite. T e ¢hool n rse this servi on a bi-weekly 
basis. Scheduled appointmentS, a d alk-in' are elcomed. To be e igible tor this 
program, a completed health imvemor and p rent rmission form st be completed 
and on file in the Health Suite. 

Please find a health inventory 
this newsletter. arenr permissio orm enclosed with 
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BALTIMORE COUNTY PUBLIC Ii BA .TIMbRE COUNtrir' DEPARTMENT OF HEALTH 
TOWSON. MARYLAND 21204 I I TOI SON. MARYLAND 21 04 

PARENTAL CONSEN.T FJRP/i FOR SEC ESS CENTER 
I, 

I am granting pennission for my child to en*,11 in the ¢ompreh nsive ch09'rBased Wellne It Center and consent to hislher 
receiving health related services which can ,nclu lie J 'iysical el amina 'ons, screenin ,limited diagnostic tests, 
(e.g., throat cultures, blood work), education, cOLms referra's, a d of ne, essary medications. 
I understand the school nurse is responsibl. for olle w-up can and w I access to the 1'\1 ellness Center records. 
You have my pennission to release any infonnation tc the care provid r identified on this fonn. 

o NO CHILD WILL BE IlI!:CAdSE OF TO PAY. 
I ' 

, 

o I give i,ennission to t II my insurance 

o I that Law allows a minor 

o I understand that if I have private 
care or if I belong to a clinic, this We,'nes 
Center program can supplement thisl care 

o I understand that I am responsible me Ica, 
care If follow-up outside the 
wellness center Is recommended. " 

rec.,lve treatment an, lor advice about sexually 
ansn!'*ted disease, gnancy, drug abuse, 
enta'ihealth (16 of age or older), and 

pntraReption. 

Print Your Child's Name Birth pate Grade 

Address: ........ __ ............ __ .... __ .... ____ .... .... --r+----------.... ----.... --
\ 

.... ______ .... .... ........ --.... ---------
Child's Health Care Provlder: .................... -I-__ .... - ____ .... ++ __ ........ ____ .... ______ _ 

:, 1,', 
Signature of ParentlLegal Guardlan: ................. ' .... -I--t,.,.-____ t-__ -t+ __ -,.,.. ___ .... _-++-__________ ........ ___ _ 
Print Name of ParentlGuardlan: .... ______ -+ __ -+-+ ___ +_---t+---+----- Date1+ _____________ .... _ 
Relationship to Student: ..... tI ____ ++ ___ ........ (1'-S.Ws.&f) .... ________ _ 
Signature of Student: Date 1+ __ "" ____________ _ 

ii, 

',i 
If yoar claUd Ia_ Medical Aa.i8taDce, .. I .... IOmpl.te til. I lDform.ttp1lu 

Child's Medical Assistance Number:_ +- _ __ _ _ _ _ _ + 
Child R.celv.s MA S.rvic.s through an NO __ 
lfyes.nam.ofHMO: .... __ ........ ____ -+' __ .... __ .... --+r--_+----.... .... -----

If yoar claUd'. la.aItIa care i. cOYe"" bt prl •• la.ur.Dce, F .-Ii'!coP161d.t foDowiD, IDformaUoa 
DIRECTLY from your ia.araac. card: Ii 
1. Insurance Company's Nam. & Add ..... -+' ---t--+----t .... ---H-........ i--: .... --.... .... -----------

Insuranc. Company's CLAIMS (Billing) (I different from a ove)...,.t-i .... _____ H-_______________ _ 
\ 

Insuranc. Company's Phone NUmber---t---t-+---t----I+---'if"' _____ -t+-_____________ _ 
2. Nam. of Individual listed on Insurance Carct __ --+-----+--_++_-..,.+_ i ___ ........ H-____________ _ 

Policy Number of Insured Listed on Card (may be I Qcial sec nL ",ber).'fi 1 ______ -++-___________ _ 
Group Number Usted on Health _ _f_---_t_--_++__tl+-" ______ ++-.... ________ .... __ _ 

3. List the name of Policy Holder whos. r lime the i e po,,+y Is und.r), .... ++ ___ .... __________ _ 
Social S.curity Number of Policy Hold.r-t-' -+-+-----+----1+-.... ,,'-------_+-+--------.... -----
Place of Employm.nt of Policy HOld.r .... ___ t--I-____ -+ ____ rt-_'!+" _____ -++-_------------
_________________ __ 
Relationship of Policy Hold.r to Chlld_-I-! --f-+----_t---+l---++---------H-----------

.... ____ ______ .... ---------
:! 

i !I:: 
If 10Gr child b .. DO 1a.a1th care co •• rat, tluOQ aD ID 0, M4 .. i.taDce, pri.ate ID.GraDCe. 
pl ... e IDdicate by placia, a claeck la tid •• .... 

BeBeo 82 274 96 PLeA'S\E TH TO yQll R SCHOOL NURSE! 
I \ . 
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Baltimore County Public Schools 
Towson, Maryland 21204 

Balt' pore iCounty De:plartment of Health 
TOVfson, Marylailldi 21204 

i,l . i 

HEAl. TH A • .-, T 1,1 

- To be c( mp eted by uard -

Student Name (Last, First, Middle) Date Se J School 
f--Mo._D y_' (MiF) 

Address (Number Street City. State Zir::,)· 
Parent/Guardian Names I, 

Where do you usually take your child f)r n edical cs re? 
Name: Addres : 

When was the last time your child had a P IYsical ex im? 
Month: Year: 

Where do you usually take your child f carE? 
Name: Address: 

Ii 

Grade 

Ph:)1 e No.: 

Ph!>1 e.No.: 

No.: 

Birth History: , 
Birth Weight _________ Number pf Day Bab in Hospital --1-4-------1 

Complications: ---------l,-+---+---1+--f+----+!------4-
EN" OF STU[ ENT H n !l ' 

To the best of your knowledge, does your child have a hist ry of pr any with the 
followina? Please check ves or no. ' 

Yes No Comments 

Birth Defects 
Prematurity , 

Hospitalization (When, Where) :1 I 

Concussion (Head Injury) I 

SurQerv I 
Lead Poisoning ! 
E.ye or VISion Problems :' 

Ear Problem or Deafness I. 

Problem i i 

, 
.' 

l,;9rebral palsy 
Menrngitis 
Heart Problems 
Serious Allergic Reactions ',i 

Behavior or Emotional Problem . ' ,': . 
AllerQies(Food, Insects, DruQs, etc} Ii: 

Ii 

Sickle Cell Disease . Ii 
Diabetes I Ii 

Seizures I: 

Bleeding Problems 
Limits on Activity Ii, 
prOblem with Bladder 11.1 

Problem with Bowels 
Other (Please list) I. 
Dates of Immunizations: 
Measles: Tetanus: Mumos: Polio Ru 9"a: 
Does your child take any medications? 
__ Yes __ No Name of' Medicat on(s) -I---+t-----+-+-----
Parent/Guardian Signature: 1\ 

BEBCC 82 276 95 : 

, I 

,I! 
I 

I 

I 

Date: 

MPIA 15 459 847


