The Charles School
2010-2011 Parent Contact Information

For the students safety, notify the school immediately if any of the
following contact information changes.

Date:
Student’s Legal Name
Last First Middle
Address
Street City State Zip
Home Phone Cell Phone
Last School Attended Last Grade Completed
Primary Language: E-Mail

Mother’s Name

Address (if different from student)

Home Phone (if different from student) Cell Phone
E-Mail Occupation
Company Work Phone

Father’s Name

Address (if different from student)

Home Phone (if different from student) Cell Phone
E-Mail Occupation
Company Work Phone

Parents: Married _ Divorced _ Separated _  Mother Deceased _  Father Deceased ___

Legal Guardian’s Name

Address (if different from student)

Home Phone (if different from student) Cell Phone
E-Mail Occupation
Company Work Phone
Parent with legal CUStOdy (please provide proof of custody)

Primary contact Phone number:

If parents are separated, both parents will be sent a copy of their student’s
grades unless we receive documentation requesting that this information
should be withheld.



2010-2011 Emergency Medical Authorization - The Charles School

Student Name: Grade:
Address: (including city and zip)
Student’s Cell Phone No.: Home Phone:

Student’s E-Mail:

Purpose: to enable parent(s)/guardian(s) to authorize the provision of emergency treatment for children who become ill or injured while under
school authority, when parent(s)/guardian(s) cannot be reached. In the event of an emergency, please call:

Name (Mother): Home phone:
Work phone: Cell phone:
E-Mail:

Name (Father): Home phone:
Work phone: Cell phone:
E-Mail:

Name: Relationship:

Home phone: Work phone: Cell phone: __

In the event reasonable attempts to contact the above mentioned have been unsuccessful, | hereby give my consent for:

1) The administration of any treatment deemed necessary by:

1. Preferred Physician: Phone:
2. Preferred Dentist: Phone:
3. M.D. Specialist: Phone:

In the event the designated preferred practitioner(s) are not available, by another licensed physician or dentist: and

2) Transfer of the child to:
(Preferred hospital): Phone: or any hospital reasonably accessible.

This authorization does not cover major surgery unless the medical opinions of the two licensed physicians or dentist, concurring in
the necessity for such surgery, are obtained prior to the performance of such surgery.

Signature of Legal Guardian: Date:
Food Allergies : Medicine Allergies:
Insect Allergies: Other Allergies:

Is EPI-PEN required? Yes No

Current Medications:

Name: Dosage: Frequency:
Name: Dosage: Frequency:
Name: Dosage: Frequency:

| hereby request and give my permission to the school designee to assist in administering Over the Counter medication
to my child. Over the Counter medications available are Tylenol, Advil, Pepto-Bismol, Tums and cough drops.

Signature of Legal Guardian: Date:

Health Concerns (Diabetes, Asthma, etc.):

REFUSAL TO CONSENT
I do not give my consent for emergency medical treatment of my child. In the event of iliness or injury requiring emergency
treatment | wish school authorities TAKE NO ACTION or TO:

Signature of Legal Guardian: Date:




2010-2011 Health History

Student’s name: Enrollment Date:
Last First Middle
Grade: Female:__ Male:__ Date of Birth: Height: Weight:
Month/Day/Year

Medication History:

Present medications given daily:
Reason:

Past medications given regularly:
Reason:

Additional information:

Allergies: Please describe known allergies below. Indicate severity: mild, moderate, or severe

Drugs Food Bees/Wasps Animals Plants
Pollen Dust Smoke Latex Molds
Mildew Other
Treatment: Please describe allergy treatment this child currently receives, or has received in the past
Antihistamines Inhalers
Desensitizing shots Epi-pen required
Other
Injuries, Illnesses and Surgeries: Please list significant history below:
Injuries/llinesses/Surgeries Age of Child Hospitalization Date
1.
2.
3.
Health History: Please check any conditions this child has experienced:
__Acne __Measles: Date
__Attention Deficit Disorder __Meningitis: Type & Date
__Anemia __Multiple ear infections: Last episode_
__Atrthritis Tubes?___ Date:
__Asthma __Mumps: Date
__Congenital abnormalities __Near drowning or suffocation: Date
__Cancer: Type __Nervous tic: Type
__Chickenpox: Date __Physical handicap
__Chronic bowel problems __Poisoning: Date
__Cystic Fibrosis __Pregnancy: Date
__ Diabetes: Type __Rheumatic fever: Date
__Depression __Rubella: Date
__Dermatitis __Seizure disorder: Type
__Eczema __Sickle cell disease
__Emotional Problems __Substance abuse:
__Encephalitis: Date _____Tobacco ____ Alcohol Drugs
__Exposed to cigarette smoke regularly __Spinal curvature:___ Scoliosis ____Kyphosis
__Frequent respiratory infections __Suicide risk
__Hay fever __Urinary tract problems
__Headaches: Type __Visual problems
Treatment __Wears glasses or contacts:
__Heart Disease: Type Last exam date:
__Hearing loss: __Other
__Hearing aids:
__Hepatitis: Type & Date
__Hypertension Continue on back if necessary

Completed by:

Relationship to child: Date:




THE CHARLES SCHOOL

AT OHIO DOMINICAN UNIVERSITY
1270 Brentnell Ave.
Columbus OH 43219
(614) 258-8588
www.thecharlesschool.org

2010-2011 Parental/Guardian Consent and Release

As the parent(s)/guardians (s) of
a grade student at The Charles School, I hereby give my authorlzed
consent on his/her behalf to participate in The Charles School Experiential
Program on or off The Charles School premises for the 2010-2011 school year.
| grant permission for my student to ride on the school bus or COTA bus, or to
ride with Charles staff, volunteers, students or Experiential Mentors. On behalf
of myself and my son/daughter, | hereby release The Charles School,
Experiential Placements, and their divisions, subsidiaries and affiliates, trustees,
officers, employees, agents, staff or instructors from and against liability for
damages of whatever kind and description including loss of life, personal
injury, and property damage which may result, directly or indirectly, from the
participation of (student) in organized
experiential activities. | further agree to be responsible for any property
damage caused by the above-mentioned student in connection with his/her
participation in the Experiential Program.

Parent/Guardian signature Date

Student signature Date



