
   
 13077 Westella, Houston Texas 77077    281-496-7900      Fax 281-496-7799 

 

 

HEALTH  RECORD 2008-2009 
(Please Print in Ink-No Pencil) 

Student Name: 
 

Grade: 

Birthdate: Sex:     M          F 

Address: New Student:  Yes / No    If yes start date: 

Enrolled in Daycare:   Yes   /   No 

 

MOTHERõS NAME: 
 

FATHERõS NAME: 
 

Home Phone: Home Phone: 

Work Phone: Work Phone: 

Cell Phone: Cell Phone: 

  

DOCTORôS NAME: PHONE: 

List special problem that your child may have e.g.: allergies/previous or existing illnesses:  
 
 
 

PARENTAL CONSENT TO ADMINISTER DRUGS and 
RELEASE OF HEALTH INFORMATION AND LIABILITY 

I/We, the undersigned parent/s of the above-named child, hereby instruct and expressly authorize            
The Village School, its employees, agents, representatives, and contractors to administer the described drugs 
(opposite of this page) to such child according to the dosage designated. 

Each of the undersigned also expressly RELEASES, INDEMNIFIES, and HOLDS The VILLAGE SCHOOL, 
its employees, agents, and representatives HARMLESS of and from all liability, claims, demands, expenses, 
attorney fees, and other costs incurred which arise or are incurred in connection with the administration of the 
drugs described. This authorization may not be revoked or amended without written notice of such change actually 
delivered to an officer of The Village School.  All notices hereunder shall be in writing and may be effected by 
personal delivery in writing or by certified mail, return receipt requested, addressed to The Village School at 13077 
Westella, Houston, Texas, 77077 and to the parents of the subject child at the address set forth below their 
respective signature. 

Each of the undersigned parents represent to The Village School that they are authorized to make and 
execute this Authorization and Release of Liability and that the authorization of another person is required to 
completely authorize The Village School, its agents, employees, and representatives to administer such drugs to 
the above-named child. The undersigned parents also understand that the Village School is relying on this 
document in undertaking to administer the drugs to their child. 

We also give permission for the information on this health form to be shared with school personnel on a 
need to know basis in order to provide appropriate services to my child.  I agree to notify the school of any 
changes in my childôs health status.  In the event of an emergency, I give permission for treatment of my child by 
school personnel or a physician.  The school will notify the parents as soon as possible. 
 
 Parent Signature:______________________________________________Date:____________  
 
  

Please mark the box(es) of over-the-counter medications your child may have on campus. (1st ï 9th Grade) 

ǏTylenol        ǏAdvil       ǏTums       ǏAntibiotic Ointment 
 
 Parent Signature:_______________________________________________Date:____________  
 
 

TO BE COMPLETED BY A TEXAS PHYSICIAN 
RETURNING STUDENTS ð Give dates for New Immunization or  updated 
NEW STUDENTS ðLIFETIME IMMUNIZATION HISTORY REQUIRED 

Vaccines Date Date Date Date Date 
DTP, DTaP, DT, Td      
Td, DTaP, Tdap      
Polio Vac.      
Measles      
Mumps      
Rubella      
HIB      
HEP B      
Varicella      
HEP A      
Pneumococcal      
Meningococcal      
*TB Skin Test  (not required)      
*HPV  (not required)      

SCREENING:      Scoliosis is a 6th grade requirement:  ǏPositive       ǏNegative 

        Acanthosis:            ǏPositive       ǏNegative 

 

DOCTORõS NOTE: 
I certify that on this date I have (please check): 

Ǐ   examined the above student, validate the information above, and recommend him/her as being physically 

 able to participate in supervised play or gym activities 

Ǐ    may take the following over the counter medications, recommended for the age  

 ǏTylenol        ǏAdvil       ǏTums       ǏAntibiotic Ointment 

 
 Physicianõs Signature: __________________________________________Date:_________  

 

PRESCRIPTION  MEDICATIONS 
Medication: 

 
Frequency: 

Dose: Route: 

Physicianôs Signature: 

 

Medication: 

 
Frequency: 

Dose: Route: 

Physicianôs Signature: 

 
Medication: 

 
Frequency: 

Dose: Route: 

Physicianôs Signature: 

 F 

F 

F 


