
	
  

CRITICAL	
  HEALTH	
  ISSUES	
  
CONFIDENTIAL	
  -­‐	
  ALERT	
  TO	
  SCHOOL	
  NURSE	
  

Dear	
  Parent,	
  

If	
  your	
  child	
  has	
  a	
  health	
  condition	
  that	
  may	
  require	
  accommodations/medication	
  at	
  school,	
  it	
  is	
  critical	
  
that	
  you	
  complete	
  this	
  form.	
  	
  	
  

• Diabetes	
  
• Asthma	
  
• Severe	
  Allergy	
  requiring	
  Epi-­‐Pen	
  
• Seizures/history	
  of	
  seizures	
  
• Migraine	
  
• Significant	
  Chronic	
  Health	
  Condition	
  

School:______________________________________________	
  

Student	
  Name:________________________________________	
  

Describe	
  Condition(s):_________________________________________________________	
  

___________________________________________________________________________	
  

Medication(s):_________________________________________________________________	
  

___________________________________________________________________________	
  

Parent	
  Name:	
  __________________________________________________	
  

Best	
  Phone#:	
  ___________________________	
  

Email:	
  __________________________________________	
  

PLEASE	
  NOTE:	
  You	
  will	
  be	
  required	
  by	
  your	
  school	
  to	
  complete	
  an	
  Emergency	
  Card	
  where	
  you	
  
will	
  also	
  include	
  this	
  information.	
  	
  If	
  your	
  child	
  requires	
  medication	
  to	
  be	
  kept	
  at	
  school,	
  you	
  will	
  
also	
  need	
  to	
  complete	
  the	
  Medication	
  Authorization	
  Form,	
  which	
  will	
  require	
  a	
  doctor’s	
  
signature.	
  

Nancy	
  Nakae,	
  RN	
  
Mill	
  Valley	
  School	
  District	
  Nurse	
  
415-­‐515-­‐9201	
  /	
  nnakae@mvschools.org	
  

	
  

http://www.mvschools.org/cms/lib03/CA01001212/Centricity/Domain/101/Medication%20Authorization%20Form%20Current.pdf

