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February 2010 


Dear Parents: 
 
Enclosed you will find new Health Forms for the 2010/2011 school year.  All forms need to be completed 
and returned to the School Nurse for the next school year.  
 
IMPORTANT: The Missouri State High School Activities Association (MSHSAA) 
states that all physicals for the 2010-2011 academic year must be performed after February 
1, 2010 in order to be considered valid.  
 
ALL 7th and 8th grade students and any student not participating in a fall sport: 
FORMS ARE DUE NO LATER THAN THE FIRST DAY OF BOOK SALES. Your child will not be 
able to receive their schedule and thus purchase their books without a completed health form.  
ALL 9th-12th grade students: 
FORMS NEED TO BE RETURNED BY AUGUST 9, 2010- – the first possible day for fall sports 
practice. Your child will not be able to participate in school sports until this form is completed.  
 
Please refer to the following checklist to make sure your forms are complete before returning them: 
 


 All Contact Information is correct and complete 


 You have notified Emergency Contacts and they are aware you have listed them to be contacted  
       in case of an emergency 


 The STUDENT has SIGNED the Student Agreement Regarding Conditions for Participation 


 Parent/Guardian has INITIALED consent for his/her child’s transportation  


 Health Insurance information is complete with a policy number 


 PARENTS/GUARDIANS have SIGNED the Parent Permission and Authorization for Treatment 


 The student or parent has completed the Medical History section to the best of their knowledge  


 Current Immunization Records are completed in the section provided 


 The Physical Exam section is completed and SIGNED BY A PHYSICIAN 


 PARENTS/GUARDIANS have SIGNED the consent for OTC Medication Administration by the School Nurse. 
 
ACCORDING TO THE STUDENT-PARENT HANDBOOK, STUDENTS MAY NOT ATTEND 
CLASSES WITHOUT A NEW COMPLETED PHYSICAL AND AN UPDATED IMMUNIZATION 
RECORD ON FILE. 
 
If your child requires any additional health needs at school or if you have any questions about the medical 
forms, please contact Casie Tomlinson, School Nurse. Remember that health information is kept confidential 
to the best of our ability as professionals.  
 
Sincerely, 
Casie Tomlinson, RN 
School Nurse 
314-993-4040 ext 209 
ctomlin@jburroughs.org 








Food Allergy Action Plan 


 
Place  


Child’s 
Picture  
Here 


                                                 
Student’s 
Name:__________________________________D.O.B:_____________Teacher:________________________ 
 
ALLERGY TO:______________________________________________________________ 
 
Asthmatic   Yes*       No    *Higher risk for severe reaction   
                                          
 � STEP 1: TREATMENT � 
Symptoms: Give Checked Medication**: 


**(To be determined by physician authorizing 
treatment) 


� If a food allergen has been ingested, but no symptoms: � Epinephrine � Antihistamine 


� Mouth     Itching, tingling, or swelling of lips, tongue, mouth � Epinephrine � Antihistamine 


� Skin     Hives, itchy rash, swelling of the face or extremities � Epinephrine � Antihistamine 


� Gut     Nausea, abdominal cramps, vomiting, diarrhea � Epinephrine � Antihistamine 


� Throat†     Tightening of throat, hoarseness, hacking cough � Epinephrine � Antihistamine 


� Lung†     Shortness of breath, repetitive coughing, wheezing � Epinephrine � Antihistamine 


� Heart†       Weak or thready pulse, low blood pressure, fainting, pale, blueness � Epinephrine � Antihistamine 


� Other†     ________________________________________________ � Epinephrine � Antihistamine 


� If reaction is progressing (several of the above areas affected),  give: � Epinephrine � Antihistamine 


                         †Potentially life-threatening. The severity of symptoms can quickly change. 
 


DOSAGE 
Epinephrine: inject intramuscularly (circle one)  EpiPen®   EpiPen® Jr.   Twinject® 0.3 mg   Twinject® 0.15 mg  
(see reverse side for instructions) 
 
Antihistamine: give____________________________________________________________________________________ 
      medication/dose/route  
 
Other: give____________________________________________________________________________________________ 
      medication/dose/route 


 
IMPORTANT: Asthma inhalers and/or antihistamines cannot be depended on to replace epinephrine in anaphylaxis. 
 
 � STEP 2: EMERGENCY CALLS � 


 
1. Call 911 (or Rescue Squad: ____________). State that an allergic reaction has been treated, and additional epinephrine may be needed. 
 
2. Dr. ___________________________________        Phone Number: ___________________________________________ 
 
3. Parent_________________________________        Phone Number(s) __________________________________________ 
 
4. Emergency contacts: 
     Name/Relationship        Phone Number(s)    


a. ____________________________________________          1.)________________________    2.) ______________________ 


b. ____________________________________________          1.)________________________    2.) ______________________ 


EVEN IF PARENT/GUARDIAN CANNOT BE REACHED, DO NOT HESITATE TO MEDICATE OR TAKE CHILD TO MEDICAL FACILITY! 
 
Parent/Guardian’s  Signature_________________________________________________           Date_________________________     
 
Doctor’s Signature_________________________________________________________            Date_________________________           


 (Required) 
 







 
TRAINED STAFF MEMBERS 


 
1. ____________________________________________________                   Room ________ 
 
2. ____________________________________________________                   Room ________ 
 
3. ____________________________________________________                   Room ________ 
 


 
 


 
Once EpiPen® or Twinject® is used, call the Rescue Squad. Take the used unit with you to the 
Emergency Room. Plan to stay for observation at the Emergency Room for at least 4 hours. 


 


EpiPen® and EpiPen® Jr. Directions                
   


Twinject® 0.3 mg and Twinject® 0.15 mg 
Directions 


 
 


� Pull off gray activation cap. 


 
 
� Hold black tip near outer thigh 


(always apply to thigh). � Remove caps labeled “1” and “2.” 
 


 


� Place rounded tip against  
outer thigh, press down hard  
until needle penetrates. Hold  
for 10 seconds, then remove. 


 
� Swing and jab firmly into outer thigh 


until Auto-Injector mechanism 
functions. Hold in place and count 
to 10. Remove the EpiPen® unit and 
massage the injection area for 10 
seconds. 


SECOND DOSE ADMINISTRATION: 
If symptoms don’t improve after  
10 minutes, administer second dose: 
 
� Unscrew rounded tip. Pull  


syringe from barrel by holding  
blue collar at needle base. 


 
� Slide yellow collar off plunger. 


 
� Put needle into thigh through  


skin, push plunger down 
all the way, and remove. 


 


  
For children with multiple food allergies, consider providing separate 
Action Plans for different foods. 
 
**Medication checklist adapted from the Authorization of Emergency Treatment form 
developed by the Mount Sinai School of Medicine. Used with permission. 
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		Student’s 

		                         †Potentially life-threatening. The severity of symptoms can quickly change. 

		DOSAGE 








2010/2011          Grade: ______ 


 
 


Date: ______________________ 
 
Name: _______________________________________________________________________________ 
   Last    First    Middle 
 
Birthdate: __________________________________ Age: ________________ Sex: _________________ 
 
Address: _____________________________________________________________________________ 
       Street 
_____________________________________________________________________________________ 
   City/State      Zip 
 
Phone: _______________________/___________________________/___________________________ 
               Home        Work          Other 
 
Emergency Contact Information  (MUST LIST AT LEAST ONE EMERGENCY CONTACT) 
 
Family Doctor: ________________________________________________________________________ 
 
City/State: _________________________________ Phone: ____________________________________ 
 
Emergency Contact 1 
 
Name: __________________________________________ Relationship: _________________________ 
 
Phone: _________________________/___________________________/_________________________ 
  Home     Cell    Work 
 
Emergency Contact 2 
 
Name: __________________________________________ Relationship: _________________________ 
 
Phone: _________________________/___________________________/_________________________ 
  Home     Cell    Work 
 
Emergency Contact 3 
 
Name: __________________________________________ Relationship: _________________________ 
 
Phone: _________________________/___________________________/_________________________ 
  Home     Cell    Work 
 







Student Agreement Regarding Conditions for Participation: 
 
This application to represent my school in interscholastic athletics is made with the understanding that I have studied 
and understood the eligibility standards that I must meet to represent my school and that I have not violated any of 
them. I certify that I have read and understand the John Burroughs School Athletic Department’s policies as 
outlined in the Student-Parent Handbook. I also understand that if I do not meet the citizenship standards set by the 
school or if I am ejected from and interscholastic contest because of an unsportsmanlike act, it could result in me not 
being allowed to participate in the next contest or suspension from the team either temporarily or permanently.  
I have completed and/or verified that part of this certificate, which requires me to list all previous injuries or 
additional conditions that are known to me, which may affect my performance in so representing my school, and I 
verify that it is correct and complete. 
 
STUDENT 
SIGNATURE__________________________________________________Date:_______________ 
 
Parent Permission and Authorization for Treatment: 
I/We hereby give our consent for the above student to represent his/her school in interscholastic athletics. If we 
cannot be reached and in the event of an emergency, we also give our consent for the school to obtain through a 
physician or hospital of its choice, such medical care as is reasonably necessary for the welfare of the student, if 
he/she is injured in the course of school athletic activities. 
We further state that we have completed that part of this certificate, which requires us to list all previous injuries, or 
additional conditions that are known to us which may affect this athlete’s performance or treatment and we certify 
that it is correct and compete. 
We confirm that this application for the above student to represent his/her school in interscholastic athletics is made 
with the understanding that we have studied and understand the eligibility standards that our son/daughter must meet 
to represent his/her school and that he/she has not violated any of them. We certify that we have read and 
understand the John Burroughs School Athletic Department’s policies as outlined in the Student-Parent Handbook. 
We also understand that if our son/daughter does not meet the citizenship standards set by the school or if he/she is 
ejected from an interscholastic contest because of an unsportsmanlike act, it could result in him/her not being 
allowed to participate in the next contest or suspension from the team either temporarily or permanently.  
The MSHAA By-Laws provide that a student shall not be permitted to practice or compete for a school until it has 
verification that he/she has a basic health/accident insurance coverage, which includes athletics. Our son/daughter is 
covered by basic health/accident insurance for the current school year, which is noted below. 
We also give our consent for him/her to accompany the team on trips and will not hold the school responsible in 
case of accident or injury whether it be enroute to or from another school or during practice or an interscholastic 
contest, and we hereby agree to hold the school, its employees, agents, representatives, coaches, and volunteers 
harmless from any and all liability, actions, causes of actions, debts, claims, or demands of every kind and nature 
whatsoever which may arise by or in connection with participation by my child/ward in any activities related to the 
interscholastic program of his/her school.  
 
In the event that a Student Athlete must drive to a Burroughs athletic event directly from school, a 
parent guardian MUST INITIAL the appropriate options below: 
 
______ I give permission for my child to drive himself/herself to Burroughs athletic events for the entire school  


year. We carry proper, adequate insurance. 
 
______ I give permission for my child to drive other team members to Burroughs athletic events as passengers for  


the entire school year. We carry proper, adequate insurance. 
 
______ I give permission for my child to be a passenger in a car driven by a team member for the entire school year. 
 
Health Insurance Information: 
 
_________________________________________/___________________________________/________________ 
 (Name of Insurance Company)  (Policy Number)    Date 
    
 
PARENT OR GUARDIAN SIGNATURE: _______________________________________________   
DATE   _______________ 








 
2010/2011 


 
Student: ______________________________________  Grade: ___________ 


 
Medical History 


Please check Yes or No to the following questions. If you answer yes, please provide an explanation on a 
separate sheet if necessary. 


  Yes No 
1 Have you ever had a serious medical problem requiring surgery, hospitalization or 


prolonged treatment by a doctor? 
  


2 Do you take any medication of any type? (PLEASE LIST ON BACK PAGE)   
3 Have you ever had a serious allergic reaction to anything? (PLEASE LIST ON BACK PAGE)   
4 Have you ever had seasonal allergy problems such as hay fever, asthma, or eczema?   
5 Do you have any form of asthma that requires medication or inhalers?    
6 Do you have difficulty breathing or wheezing during or shortly after exercising?   
7 Have you ever had a heart murmur, racing heart or irregular heart beat?   
8 Have you ever been dizzy or passed out during exercise or any other time?   
9 Has any family member ever had a heart attack or died suddenly before age 50?   


10 Do you ever have chest pain or tire more easily than others while exercising, or any other 
time? 


  


11 Have you ever suffered heat related problems such as heat cramps, severe headache, 
dizziness, or passing out? 


  


12 Have you ever had a significant injury such as a sprain, fracture or dislocation to a bone or 
joint? 


  


13 Have you ever had a concussion or been knocked unconscious?   
14 Have you ever had a seizure?   
15 Have you ever had burning pain, numbness, or tingling in your arms or legs associated with 


any physical or athletic activity? 
  


16 Is there any other medical or family history which might be important?   
17 Have you ever been taken out of or kept from participating in a sports activity or practice for 


an injury or physical reason? 
  


18 Have you ever required taping, padding, or bracing before an athletic event?   
19 Do you have damage or absence of one of any paired organs (i.e. kidney, testicle, eye, etc)?   
20 Do you have any skin problems (rash, itching)?   
21 In the last year how much weight have you gained or lost? ________________________   


 For Females Only:   
22 What is the date of your last menstrual period? __________________________________   
23 In the last year have you gone for three months or more without a period?   
 


JBS Immunization Record (UPDATED) 
DPT POLIO MMR HEP B PPD/TB* 


1 1 1 1 1 
2 2 2 2 2 
3 3  3 Tdap Booster 
4    1 
5    2 


*PPD/TB Test REQUIRED BY JOHN BURROUGHS SCHOOL for  
8TH GRADERS for service projects throughout the year. 








Physical Exam - TO BE COMPLETED BY EXAMINER 
 


ALLERGIES:   Food __________ Insects ___________ Medication___________ LIFE THREATENING 
 


Vision/Hearing 
Without glasses/contact lenses R L 
With glasses/contact lenses R L 
Hearing R L 
 
Height: _____________ Weight: _______________ BP: ________________ Pulse: __________________ 
 


 Normal Abnormal/Comments 
General Appearance   
Nutrition/ Body Mass Index   
Skin   
Head   
Eyes   
Ears   
Nose, Throat and Teeth   
Lymph Nodes/Thyroid   
Lungs   
Heart   
Abdomen   
Genitalia  Tanner: I.  II.  III.  IV.  V 
Musculoskeletal  Scoliosis:  Negative       Positive 
Neurological   


Physical Education/Sports Consideration 
Physically qualified for sports or full physical education OR only as checked below: 


___ Contact collision (football, soccer, wrestling, basketball, field hockey, lacrosse, water polo, ice hockey) 
___ Limited contact (baseball, cheerleading, softball, volleyball, track and field) 
___ Non-contact strenuous (running, tennis, dancing, golf, jumping rope, swimming, walking, weight lifting) 


Known or suspected disability: _________________________________________________________ 


Restrictions/Recommendations: _________________________________________________________ 


Referral for further evaluation: _________________________________________________________ 
 
Physician/Provider’s Signature: __________________________________ Date of Exam: __________ 
Physician/Provider’s Name (print): __________________________________ Phone: ________________ 
 


DAILY MEDICATIONS  
 


Name: ___________________________________________ Dosage/Time: __________________________ 
Name: ___________________________________________ Dosage/Time: __________________________ 
Name: ___________________________________________ Dosage/Time: __________________________ 
 


OTC MEDICATION DISTRIBUTION AT SCHOOL 
 
OTC MEDICATIONS MAY be given by the School Nurse at her discretion when the student requests. All medications will be 
given as directed by the manufacturer and ONLY WITH PARENT CONSENT: 


Acetaminophen Ibuprofen Benadryl Midol Antacid Tablets Nasal Decongestant 
PARENT: 
I give permission for my child to receive medication or therapy in school: 
PARENT SIGNATURE: _________________________________________ Date: ___________________ 












Message from your School Nurse 
 


As you know, throughout the school year, your child may be exposed to several different 
illnesses such as: 
 
 -FLU                                                                      -HEAD LICE 
 -CONJUNCTIVITIS (PINK EYE)                   -IMPETIGO 
 -STREPTOCOCCAL SORE THROAT           -POISON IVY 
 -CHICKEN POX                                                 -RING WORM 
 -STAPH INFECTIONS                                              
   
If your child develops any of these illnesses, please contact the school nurse.  If you suspect any 
of these above illnesses and need information for signs and symptoms, call the school nurse. 
 
Because of the contagious nature of these illnesses, school attendance is not recommended and 
your child should remain at home if: 
 


• The child has a fever (100 degrees or greater).  He/she should be free for 24 hours 
without medication to reduce fever before returning to school.  Temperatures that are 
normal in the morning will often be elevated by afternoon. ALERT!  


• The child is vomiting or has continuous diarrhea.  A physician should be contacted if 
the vomiting and diarrhea last longer than 24 hours or becomes severe. 


• The child has a persistent cough. 
• The child develops a generalized skin rash (all over the body).    


 
A sore throat that is accompanied by fever and enlarged nodules in the neck can be serious.  
Strep throat is always a concern and should be diagnosed and treated by a physician.  Children 
may return to school 24 hours after antibiotic treatment is begun and if the child is fever free.  A 
child taking antibiotics may bring the prescribed medication to school in a properly labeled 
container with specific instructions for administration by the school nurse. 
 
Head lice are an unfortunate problem that does occur with school age children.  Please make it 
apart of your weekly routine to check your child’s hair and scalp for signs of head lice.  (ex. Nits 
or the lice eggs which are firmly attached to the hair shaft, bite marks or scratched areas of the 
scalp, the live louse or lice bugs which crawl quickly around the scalp and hair….they do not fly 
or jump but they do move quickly and are often small and difficult to see.)  If you see evidence 
of lice or have any questions about what you are seeing, please call me. 
 
If you have any questions about the above information, please contact the school nurse.  I want 
to provide your child with a healthy environment and thank you in advance for your assistance 
and cooperation. 
 
 
Sincerely,  
Casie Tomlinson RN 
School Nurse 
314-993-4045 ext 209 
ctomlin@jburoughs.org 







 
 





