
LETTER FROM SCHOOL NURSE 

 

 

Summer 2008 

 

 

 

Dear Parents and Guardians, 

 

Welcome to the 2008-09 Besant Hill School Year. I would like to introduce myself. 

My name is Janet Rizk, R.N. Enclosed please find the Student Health Forms.  

Please complete forms and return them to the school office in the envelope 

provided.  The forms must be completed and sent to Besant Hill School on or 

before August 15
th

, 2008. Do not hesitate to call or email if you have any questions 

or need additional information. I look forward to meeting with you! 

 

Sincerely, 

 

 

Janet Rizk, R.N. 

Phone: (805) 646-4343 x442 

Cell:    (805) 452-5110 

Email: jrizk@besanthill.org
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It is imperative that you read through all of these forms, fill them out completely and accurately and return them 

to the School no later than August 15, 2008.  To prepare for possible emergency treatment, copies of your 

student’s health forms are kept on file in the school office, in the dorms, and are taken on all school 

athletic events and camping trips. 
 

___ 1.  Student Information and Medical Release –  The first page provides all medical personnel with 

correct names and phone numbers of parents and guardians should they need to contact you during an 

emergency. The parent or guardian’s signature on the bottom of this form is required should your student 

require medical treatment. 

___ 2.  Health Insurance Information  – In addition to providing insurance information, we are requesting a 

copy of your insurance card. Health care services may be refused by the provider if a current insurance card 

is not presented at the time services are rendered - cash payment may be required. If the student does not 

have health insurance, a valid credit card # is mandatory (see p. 4), should they need medical services. 

___ 3.  Student Health Summary  – (to be filled out by parent/guardian)    

___ 4.  Annual Physical Examination/Sports Physical –  (to be filled out by Physician or Nurse Practitioner). 

Our policy requires that each student have a physical examination yearly.  This is especially important because 

of our outdoor education program and frequent field trips.  California Intercollegiate Federation also requires a 

sports physical yearly for students involved in competitive sports.  

___ 5.  Prescription Medication Agreement – (to be filled out by parent) 

___ 6. Flu Vaccination Consent Form – (to be filled out by parent) 

___ 7.  Immunizations – Please see separate pdf form. The State of California requires that immunizations be 

up-to-date before a student begins classes in September.  Please ask your Doctor to review your student’s 

immunizations and document any new immunizations.  If your Doctor does not have a copy of your 

immunization records, you will need to take a copy with you to your appointment. Please be sure your Doctor 

knows that Besant Hill School requires a TB test every 2 years. 

___ 7a.  Hepatitis B Requirement for Univ. of CA Admission – Any seniors interested in attending any 

University of California Campus will be required to complete a 3-part Hepatitis B vaccination before 

enrollment. A summer start of the series will insure completion upon the students’ graduation from BHS. For 

more information please check with your health care provider. 
 

A special reminder to parents and guardians of boarding students: 

• The school nurse will arrange Doctor and Dentist appointments for students as necessary.  Parents will 

be notified if illness or injury is serious, or circumstances are unusual.  

• Please inform the school nurse if your child has seen a physician or counselor at home for any illness or 

injury, or if your student is taking any new prescription medication.  Any changes to prescription 

medications are to be conveyed to the school nurse verbally AND in writing.   

• The school may request that any significant changes made in a student’s medication during the academic 

year be implemented and monitored at home first, under the supervision of parents and prescribing 

physician. 

 

 

 

 

 

We are requesting that the student health packet be returned to Besant Hill School by August 15, (or 

within 2 weeks for students enrolled after August 1
st
) with all parent and physician’s sections completed, 

and immunizations brought up-to-date.  It is very important that these forms are on file in the office and 

the dorms BEFORE the first day of school to ensure your student receives proper medical attention!!!  

Please call the office at (805) 646-4343 if you have any questions.  Thank you! 
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Age:     Birthdate (Month/Day/Year): _______________   � Male  � Female 

     

Mother: Father: 
Address 

 

Address 

City/State/Country 

 

City/State/Country 

Home Phone 

 

Cell/Bus. Phone Home Phone Cell/Bus. Phone 

Guardian: (mandatory for international students) Financially Responsible: 
  

Address 

 

Address 

City/State 

 

City/State/Country 

Home Phone 

 

Cell/Bus. Phone Home Phone Cell/Bus. Phone 

Persons to be contacted when parents or guardian cannot be reached: 
Name and relation to student      i.e., brother, neighbor, aunt, etc.   

 

Name and relation to student        i.e., brother, neighbor, aunt, etc. 

Address 

 

Address 

City/State 

 

City/State 

Phone 

Home:                          Work:                        Cell: 

Phone 

Home:                          Work:                         Cell:                       

 

AUTHORIZATION FOR CONSENT TO TREATMENT OF MINOR   

(I)(WE), the undersigned, parent(s) /guardian(s) of ______________________________a minor, do 

hereby authorize any Besant Hill School personnel as agents of the undersigned to consent to any x-ray, 

examination, anesthetic, psychological, medical or surgical diagnosis or treatment and hospital care which is 

deemed advisable by and is to be rendered under the general or special supervision of any physician or surgeon 

licensed under the provisions of the California Medical Practice Act, whether such diagnosis or treatment is 

rendered at the physician’s office or at a hospital.  The authorization also applies to dental care by a duly 

licensed dentist or optometrist or ophthalmologist. 

It is understood that this authorization is given in advance of any specific diagnosis, treatment, or 

hospital care being required, but is given to provide authority and power on the part of our aforesaid agents to 

give specific consent to any and all such diagnosis, treatment or hospital care which the aforementioned 

physician in the exercise of his/her best judgment may deem advisable; and neither said agents or any 

organization involved including, without limitation, the Besant Hill School, assumes any financial responsibility 

for exercising this action.   

 
This authorization is given and shall remain effective until revoked in writing and delivered to said agents. 

 
 

 

                                    

Signature of parent(s) or legal guardian of the student named above                                                              Date 
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HEALTH INSURANCE INFORMATION  Please fill out completely- BHS  will not be held financially responsible for any 

fees incurred due to omitted insurance information. 

 

Insurance Company Name: ______________________________________________________________________ 

Address: _________________________________________ City/State/Zip: _______________________________ 

Phone:  ____________________ Certificate No. (usually SSN): _________________ Group # : _______________ 

HMO _____   PPO _____   POS _____   Other ______________________________________________________ 

Physicians/Medical Services covered under your insurance plan in the Ojai/Ventura County Area: ____________________ 

____________________________________________________________________________________________ 

-If your insurance provider is not accepted in the Ojai area, services will be provided on a cash payment basis only- 

Insured Person: __________________________________ Relationship to Student: __________________________________ 

Insured Person’s Employer: _______________________ Social Security No.: ___________________ Birthdate: ___/___/___ 

 

 

PLEASE PROVIDE A COPY OF INSURANCE CARD (BOTH SIDES) BELOW- Be sure all information is 

legible. If you change insurance during the year, you must send a legible copy of both sides to the Nurse’s 

office as soon as possible. NOTE: If you do not have health insurance, you must provide a copy of a Valid 

Credit Card below. 
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To be completed by parent or guardian 
                   

Does your child now have or has he/she ever had (comment on all yes answers in space below): 
 YES NO  YES NO  YES NO 

Measles   Ear problems   Injury to:   

German Measles   Hearing problems   Bones or joints   

Mumps   Eye problems   Foot or leg problems   

Chicken pox   Skin problems   Back problems   

Polio      Other relevant injury   

Mononucleosis   Stomach trouble      

   Jaundice   Tuberculosis   

   Hepatitis   Shortness of breath   

Dizziness/fainting   Hernia   Chronic cough   

Convulsions/epilepsy   Kidney Disease   Pneumonia   

Severe headaches   Problem with urination   Asthma   

Unconsciousness   Diabetes   Bronchitis/sinusitis   

   Hypoglycemia      

Surgeries      Heart problems   

Hospitalized for injury   Dysmenorrhea   Chest pain   

Hospitalized for illness      Rheumatic fever   

Appendicitis   Allergies      
 

1. Is there any physical condition, illness or injury (not listed above) about which school nurses, physicians and 

residential counselors should be aware? 

 
 

2. Is there any physical condition which will prevent the student from participating in any phase of the school 

athletic/outdoor education/camping/backpacking programs?  

 
 

3. Has the student received any counseling or psychological care?  What was the student treated for?  Were any 

medicines prescribed?  Does the student continue to take this medicine?  Does the student need further treatment? 

 
 

4. Please list names and dosages of any prescription medication taken by the student on a regular or occasional basis.  

All prescription medication must be listed on this form. 

 
 

5. Has the student been immunized against tuberculosis with BCG vaccine? 
 

6. If the student has asthma, please describe treatment plan.  
 

7. Have any of the student’s relatives had any of the following?  Tuberculosis, diabetes, kidney disease, heart disease, 

asthma, epilepsy, convulsions: 
 

Please comment here regarding any of the above: _______________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

 
                                   

       Signature of parent(s) or legal guardian of the student named above                                                              Date 
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Birthdate (Month/Day/Year): _______________                

 

To be completed by Physician or Nurse Practitioner 

 

ALLERGIES ____________________________________________________________________________ 
 

Does student have any current medical problems? (illnesses, injuries) 

 

 

 

Does student have any pertinent medical history? 

 

Does the student have any physical conditions that would restrict his/her participation in any 

athletic program or outdoor education program (including camping and backpacking)?   

� NO 

� YES - If yes, please list any limitations 

 

 

 

Has the student received counseling or psychological care?  If so, what was the student counseled 

for?  Does the student need further treatment? 

 

Is the student currently receiving medical treatment or regularly taking medication? 

If yes, please give the prescription drug name, dosage, and diagnosis. 

 

For students with asthma: What is current medication?  What are activity limitations? 

            
            ALL IMMUNIZATIONS MUST BE BROUGHT UP-T0-DATE AT THE TIME OF THE STUDENT’S 

PHYSICAL.  Please complete attached California School Immunization Record. 
 

Physician (print) _______________________________    Physician Signature ________________________ 

Address: _________________________________________________________________________________    

            Date: _____________________________             
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Parents and Students please read and sign agreement below (even if student is not taking medication at 

this time): 
 

� I will give all prescribed medications to the School Nurse when arriving to school with a new prescription. 
 

� It is my responsibility to obtain medications from the School Nurse at the times designated by my Doctor 

and the school nurse, including weekend medications. 
 

� I will take all prescribed medications as directed. 
 

� I know that it is unsafe, illegal, and a violation of trust to give anyone a medication that is prescribed for 

me. I understand that sharing my medicine with another student is grounds for dismissal from Besant Hill 

School. 
 

� I understand that the School Nurse will call my Doctor to verify prescription medication dosage, diagnosis, 

special concerns and follow-up. 
 

� Any changes to prescription medications are to be conveyed to the School Nurse verbally and in writing 

by both parents and administering physician.  The school may request that any significant changes made in 

a student’s medication regime during  the academic year, be implemented and monitored at home first, 

under the supervision of parents and prescribing physician. 
 

� Besant Hill School reserves the right to require any student taking anti-depressants to attend counseling 

sessions weekly. This will be arranged on an individual basis. Besant Hill School also requires that any 

student on prescription anti-depressants be re-evaluated every two months by his/her physician. 
 

� I understand that I am to keep a supply of my child’s medication at home for weekend visits and all 

vacations from school since BHS policy is that students are not to travel home with these medications. 
 

� I verify that I have disclosed to the school all medications being taken by my child. 
          
             
  Please list all medications______________________________________________________________ 

 

___________________________________________________________________________________ 

 

___________________________________________________________________________________ 

 

WE HAVE READ THE POINTS EMPHASIZED ABOVE, AND WE AGREE TO COMPLY WITH 

THE GUIDELINES CONTAINED WITHIN. 

 
 

Parent Signature ________________________ Student Signature _______________________ 

 

Date __________________________________ 
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Would you like your child to receive the Flu Vaccine at Besant Hill School in the early Fall?  

(See information in box below) 

 

� YES*    If yes, please continue below 

� NO 

 

 

 

 

I, _______________________, the parent/guardian of _______________________ give my consent  

for my child to receive the Influenza Vaccination to be administered by Besant Hill School’s  

Healthcare Provider Mary Evans, Family Nurse Practitioner. I understand that my child’s sundry  

account will be billed if they receive the vaccination. 

 

 

Is your child allergic to eggs? 

 

� YES 

� NO 

 

 

INFORMATION CONCERNING THE VACCINE: 
 

You cannot get the flu from the vaccine.  

 

The most frequent side effect is soreness at injection site. Systemic symptoms such as fever, malaise, myalgia, 

and allergic reactions have been reported. Rarely, neurological disorders, such as Gillain-Barre syndrome 

(GBS) have been temporarily associated with influenza vaccination. 

 

Influenza virus vaccine should not be administered to individuals with a history of hypersensitivity (allergy) to 

chicken egg or to any component of the vaccine including thimerosal, or to persons with a history of Guillain-

Barre syndrome. As is the case with most drugs or vaccines, there is a possibility that allergic, or more serious 

reactions, or even death, could occur with a flu shot. Persons usually should not be vaccinated during an acute 

febrile (fever) illness. Persons should consult their health care provider if they are pregnant or are taking any 

medications. 

 

Your doctor will help you decide and recommend whether immunization is the right choice for you. Talk to 

your doctor. Remember when you get immunized against the flu, you help yourself and those around you. By 

avoiding the flu, you avoid giving it to friends and family. 

 


