DAR AL ZAHRA SATURDAY / SUNDAY MADRESSA 
Health Information FORM 

YEAR 2007-2008

721 Strecker Rd Wildwood, MO. 63011 Tel: 636-532-4888
STUDENT NAME: 
 Grade: 

DATE OF BIRTH: _________________________        GENDER: FEMALE _____ 
MALE ____

PARENT'S NAME: 

ADDRESS: 

CITY: ______________________________ STATE: ______________ ZIP CODE ____________

PHYISION NAME, ADDRESS AND PHONE NUMBER: 

ALLERGERIES AND ANY OTHER MEDICAL CONDITIONS?
Yes: 
, please explain:  


NO: 

UNDER SUPERVISION OF THE DAR AL ZAHRA ADMINISTRATION, YOU HAVE MY CONSENT TO GIVE MY CHILD(REN) CHILDREN’S TYLENOL (FOR FEVER, HEADACHE, PAIN):

YES: 
, NO: 

Medication will be administered, only if accompanied by the physician prescription describing the dose, frequency and route of administration and the medication labeled with the student name.  Parents are required to fill-out this Form and deliver the medication to their child teacher/administrator personally.  

Medication name #1: 

Dose: 

Route of Administration: 

Frequency of Administration: 

Medication name #2: 

Dose: 

Route of Administration: 

Frequency of Administration: 

UNDER SUPERVISION OF THE DAR AL ZAHRA ADMINISTRATION, YOU HAVE MY CONSENT TO ADMINISTER THE ABOVE MEDICATION(S) TO MY CHILD(REN) 
PARENT’S NAME: 


PARENT’S SIGNITURE: ___________________________________________ DATE: ___________

IN CASE OF AN EMERGENCY AND I CANNOT BE REACHED, I GIVE THE SHIA ISLAMIC EDUCATION CENTER THE PERMISSION TO SEND MY CHILD TO THE NEAREST HOSPITAL or ______________ Hospital.

INSURANCE NAME: 
POLICY NUMBER: 

SIGNED: ___________________________________________ DATE: _______________________

Please complete and submit to THE office of the Shia Islamic Education Center
10/11/07
2

