THE JOY SCHOOL

UNLOCKING A CHIED'S LEARNING POTENTIAL

Physician Health Examination Form
To e filled cut by Parents:

Student Name: Age:
Parent(s) Names: Phone:
Address: City, State, Zip: N

I give permission for the physician listed below to exchange information regarding my
child’s medical needs with The Joy School staff.

Parent Signature ’ Date

Te be fifled out by Physician:
Physician Name: License #:

Address: City, State, Zip:

Phone #:

Vision Screening: ALE GRADES
Right Eye 20/

With Correction/Glasses: ves_ 1o

Hearing Screening: ALL GRABDES
Pass Fail

Spinal Screening: {GRADE 5,6,7,8):
Normal
Scoliosis
Kyphosis
Other

ANTES Risk Factor Assessment
Grade 1,3,5.7
Date of Birth
Sex
Race/Ethnicity
Weight (Ibs.)
Height {in.}
ANT? Yes No
BP (1" measure)
BP (2" measure)

I have examined this patient and have found them to be in good physical condition with no
communicable diseases. This patient’s immunizations are up to date. (Please included
updated immunization record)

Physician Signature Date:

One Chelsea Boulevard
Houston, Texas 77006
(713) 523-0660

PAX: (713} 523-5660



The Joy School prints a family directory each fall. 1t is for the purpose of
communication armong members of The Joy Schoo!l Community. The use of the
school directory is restricted to noncommercial, private use. Use of the school
directory for any other purpose if prohibited. The Joy School does not make the
directory available to any person for purposes not related to The loy School
community,  With this being said, we would like to include the information YO U
would like to represent your family in 2011-2012 directory.

Please write neatly ¢

Student’ Name
Miother's information Father's information
Name: Name:
Address: Address:
City and Zip: City and Zip
Home Phone Number: Home Phone Number:
Cell Number: Celi Number:
Work Phone Number: Work Phone Number:
Email Address; Email Address:




Grandparents & Special Friends
Contact Information

Please share with us the names of grandparenis and special fiiends. This list could meiude
grandparents, aunts and wncies, babysitters, or even family friends who might enjoy
hearing about our school. This list will be used to send newsieiters and invitations to special
events, such as our Grandparents’ & Special Friends” Picaic and Family Fun Night! Feel free
to attach an additional sheet if necessary.

Child’s Name:

Name: Address: Relationship:

Ematl: City, State, Zip: Phone:

MName: Address: Relationship: 1
Email: City, State, Zip: Phone: ]
Name: Address: Relationship:

Email: City, State, Zip: Phone:

MName: Address: Relationship:

Email: City, State, Zip: Phone:

Name: Address: Relationship:

Email: City, State, Zip: Phone:

Name: -Address: Relationship:

Email: City, State, Zip: Phone:

Name: Address: “Relationship:

Hmail: City, State, Zip: Phone:




PARENT EMPLOYMENT INFORMATION

Parents/Guardians to complete and return to-
The loy School - Front Desk
One Cheisec Boulevard
Houston, TX 77006
FL3-5Z3-0660 ext. 121

713-523-5660 (fox)

Student's Name

Father's Name:

Father's Emaitl;

Business or Organization Name:

Position:

Business Address;

City/State/Zip:

Telephone: Cell Phone:

Mother's Name:

Mother's Email:

Business ar Organization Name:

Position:

Business Address:

City/State/Zip:

Telephone: 7 Cell Phone:



THE JOY SCHOOL

LINLOCKING A CHILD'S LEARNING POTENTI AL

Fhysiciar Medication Form
This form is required for medications requiring
Daily or prolonged use for longer than 15 school days.

T'o be Killed out by Parents:

student Name: Age:
Parent(s) Names: Phene:
Address: City, State, Zip:

I give permission for the physician lisied below to exchange information regarding my
child’s medical needs with The Joy School staff.

Parent Signature ' Date

To be filled out by Physician:

Physician Name: License #:

Address: City, State, Zip:
Phone #:

MName of Medication: Dosage Instructions:

TIE Medication dispensing times 17:15-
12:15 and 2:15-3:00
Indications: Possible Side Effects:

! have examined this patient and found them to be in good physical condition wilh no
communicable diseases.  This patient’s immunizations are up to date.  (Please include
immunization record)

Physician Signature: Date:

, Any additional comments:

One Chelsea Boulevard
Houston, Texas 77006
{713) 523-0660

FAX: {713) 523-5660




OVER THE COUNTER PERMISSION FORM

Student Name:

Student Date of Bwih:

Student’s current weight:

The Joy School has permission to administer the following over the counter
medications to my child.

Medication | Formula Dosage
Tylenol Adult
Children’s
Advil/Motrin | Adult
Children’s
Pepto Chewable
Bismol
Benadryl Adult
Children’s

Please indicate on this form any known allergies, either to foods, or natural substances.

Any additional medical mformation?

Please remember: We cannot administer any over the counter medications without
permissions from the child’s parent. f you child presents at the front desk
requesting medication, we will make a call to you to authorize dispensing ofthe
medication, This would inclade cough drops, cough medication, and eye drops.
If you send over the counter medication please send specific directions and a
signed permission slip. All medication must be dropped off at the front desk.
Students are not permitted to keep any medication with them in class.

Parent Contact Information:

Parent Signature:




EMERGENCY INFORMATION

Date
LAST NAME FIRST NAME Age
Weight m Are Immunizations up to date? [ Y

Height o TN

Please list 8 peopie {and their phone numbers) to call in the event of an emergency. We would prefer parents be listed first,

with the most ltkely numbers to reach them during the schoal day. Home = H
Office = O
Name Phone Relationship Cell =
1
2
3
4
3
3
7
3
NSURANCE INFORMATION HOSPITAL INFO
Company: Name:
Group iD; Phone:
Name of insured: Location;
PEDIATRICIAN INFORMATION Address of Pediatrician:
Name:
Phone:

REDICATIONS  Please list ALL medications currently taken (use the back of this form i more space is needed)

Emergency #
Name of Rx Dosage Cosage Time Purpose of Prescribing for Prescribing
Amt & Frequency Medication Physician Physician

ERMISSION TO TRANSPORY

1the event that | cannot be reached o arrange for emergency medical attention, | authorize the faculty and staff members of The Joy Schooi
) either contact emergency services via 911, or to ransport to a healihcare facility.

ignaiure of Parent Date

| cannot be reached, | ask that the following be done:

lease fist three topics of interest that we could use to talk with your child to "keep his mind off" of the emergency at hand:

liergy information:



