
All Health Records are Due By August 16, 2019 
(please mark Health Records on the envelope) 

The following guidelines will assist you in having the required Health 
documentation for your child. 

Required Medical Forms: ALL STUDENTS 

1. Every student is required to have an ANNUAL physical. The District of
Columbia Health Certificate is to be completed and signed by a physician
or advance practice nurse. This means that your child must have a
physical every year within 365 days of the last one and must be current
prior to the first day of class.

2. Each student must have a current immunization record, a current
physical, an Oral Assessment Form, a yearly Emergency Information Form
and a one-time Archdiocese of Washington Immunization Policy
Acknowledgement Form on file.

3. All middle school girls are required to have the HPV vaccine or their
parents must sign the “HPV opt out” form every year.

4. All forms are available on our website (www.bsstoday.org) under the
Campus Life-Health Room section. We ask that you make copies and take
the proper forms with you to your child’s appointment no matter when the
appointment is during the year.

5. All students attending school in the District of Columbia must comply
with DC health requirements regardless of student’s state of residence.

Medication Requirements: 

If your child is to take medication at school, have your doctor complete the 
appropriate Archdiocese Medication Authorization Form which can be downloaded 
from the Blessed Sacrament School website under Campus Life-Health Room 
section. EpiPen users please note: in addition to the EpiPen authorization form, an 
Allergy Action Plan is required. 

Please direct any questions regarding the health forms or requirements to the school 
nurses. Debbie Ryan, RN and Jenny Williams, RN are available each day from 9 am 
to 2 pm.  

Phone: 202-449-4613. Email: healthroom@blessedsacramentdc.org 



Blessed Sacrament School Emergency Information 2019-2020

STUDENT'S NAME (LAST, FIRST, MIDDLE) 

GRADE/ SECTION/ HOMEROOM TEACHER
DOB (mm/dd/yyyy)

HOME ADDRESS

CITY, STATE, ZIP

MALE FEMALE

HOME PHONE    YES   CUSTODY CONCERNS NO  IF YES, CONTACT THE SCHOOL

MALE HEAD OF THE HOUSEHOLD  FATHER  GUARDIAN    OTHER

FEMALE HEAD OF THE HOUSEHOLD   MOTHER    OTHER      GUARDIAN

CELL PHONE BUSINESS PHONE

CELL PHONE BUSINESS PHONE

IF PARENT CANNOT BE REACHED, PERSON TO BE CONTACTED IN CASE OF EMERGENCY:

1. NAME PHONE NUMBER

2. NAME PHONE NUMBER

3. NAME PHONE NUMBER

PERSON RESPONSIBLE FOR CHILD AFTER SCHOOL:

NAME PHONE NUMBER

ADDRESS

FAMILY PHYSICIAN'S NAME PHONE NUMBER

PHONE NUMBERFAMILY DENTIST'S NAME

HOSPITAL PREFERENCE

DOES STUDENT HAVE A HEALTH CONDITION REQUIRING POSSIBLE EMERGENCY CARE?  YES  NO

IF YES, SPECIFY

IS STUDENT ON MEDICATION ON A CONTINUING BASIS?   YES   NO

DOES STUDENT HAVE ALLERGIES?   YES   NO

IF YES,  PLEASE LIST MEDICATION(S):

IF YES,  PLEASE LIST ALLERGIES:

I DO HEREBY AUTHORIZE BLESSED SACRAMENT SCHOOL TO OBTAIN EMERGENCY MEDICAL TREATMENT FOR THE HEALTH OF MY 

PARENT (GUARDIAN) NAME DATE

SIGNATURE

CHILD, .  I WILL NOT HOLD BLESSED SACRAMENT RESPONSIBLE FOR THE  
EMERGENCY CARE AND/OR EMERGENCY TRANSPORTATION FOR THE SAID STUDENT. 

EMAIL

EMAIL

Print Form



ADW/DC Schools 
ARCHDIOCESE OF WASHINGTON 

IMMUNIZATION POLICY ACKNOWLEDGMENT 
ARCHDIOCESE OF WASHINGTON – Catholic Schools 

ALL PARENTS OF STUDENTS ATTENDING ARCHDIOCESAN CATHOLIC SCHOOLS IN THE 
DISTRICT OF COLUMBIA MUST READ THIS FORM, SIGN BELOW, AND RETURN IT TO YOUR 
CHILD’S SCHOOL WITH THE DISTRICT OF COLUMBIA UNIVERSAL HEALTH CERTIFICATE. 

To All Parents of Students in Archdiocesan Catholic Schools in the District of Columbia 

It is the policy of the Archdiocese of Washington that all students attending schools in the archdiocese must be 
fully immunized in accordance with the immunization requirements against contagious diseases published by the 
local department of health.  There are no exemptions permitted.  Only if your child has a valid medical 
contraindication to being immunized against a contagious disease, and such contraindication is documented by a 
physician, will a temporary exemption be permitted.  

Immunization in accordance with the Archdiocese of Washington’s policy is a condition for admission into all 
archdiocesan Catholic schools. To be admitted to attend classes, there must be two forms related to immunization 
on file at your child’s school by the first day of school, and they are:  

1. THIS FORM, completed and signed; and
2. DC Universal Health Certificate, signed by a medical provider and parents (Pages 2 and 3).

Acknowledgment 
To All Parents/Guardians: Please provide the following information and sign below to acknowledge 
that you understand and agree to this policy. 

Child’s Name: 
Last First M.I. (Jr,. III)

School: Blessed Sacrament Sex: Date of Birth:
              Male         Female             mm/dd/yyyy 

Parent/Guardian Name: Home Phone: (     )  - 

Home Address: 
Street Address Suite # 

City State ZIP Code

I have read and understand the Archdiocese of Washington’s Immunization policy listed above: 
Parent/Guardian Signature:  Date:  

Please Sign  mm/dd/yyyy

*To Parents of Rising 6th Grade Girls Only:  Do NOT complete these forms but request Form 5 from the
school’s principal.

FORM 4

Print Form



*For use by the Archdiocese of Washington’s Catholic Schools in the District of Columbia.
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Oral Health Assessment Form 
For all students aged 3 years and older, use this form to report their oral health 
status to their school/child care facility.

Instructions			
• Complete Part 1 below. Take this form to the student's dental provider. The dental provider should complete Part 2.
• Return fully completed and signed form to the student's school/child care facility.

Part	1:	Student	Information	(To	be	completed	by	parent/guardian)

First Name _____________________________   Last Name _____________________________   Middle Initial ______ 

School or Child Care Facility Name_____________________________________
Date of Birth (MMDDYYYY) Home Zip Code

Grade School 
Grade

Day‐
care Pre‐K3 Pre‐K4 1 2 3 4 5 6 7 8 9 10 11 12

Adult 
Ed.

Part	2:	Student's	Oral	Health	Status	(To	be	completed	by	the	dental	provider)	

Q1   Does the patient have at least one tooth with apparent cavitation (untreated caries)? This does NOT   
include stained pit or fissure that has no apparent breakdown of enamel structure or non‐cavitated 
demineralized lesions (i.e. white spots). 

Yes No

Q2   Does the patient have at least one treated carious tooth? This includes any tooth with amalgam, 
composite, temporary restorations, or crowns as a result of dental caries treatment.

Q3   Does the patient have at least one permanent molar tooth with a partially or fully retained sealant?

Q4   Does the patient have untreated caries or other oral health problems requiring care before his/her 
routine check‐up? (Early care need)

Q5   Does the patient have pain, abscess, or swelling? (Urgent care need)

Q6 How many of primary teeth in the patient's mouth are affected by caries that are either 
untreated or treated with fillings/crowns?

Total Number

Q7 How many of permanent teeth in the patient's mouth are affected by caries that are either 
untreated, treated with fillings/crowns, or extracted due to caries?

Total Number

Q8 What type of dental insurance does the patient have? Medicaid Private Insurance Other None

Dental Provider Name ______________________________ Dental Office Stamp

Dental Provider Signature ____________________________   
Dental Examination Date  ____________________________

This form replaces the previous version of the DC Oral Health Assessment Form used for entry into DC Schools, all Head Start programs, and child care centers. This form 
is approved by the DC Health and is a confidential document. Confidentiality is adherent to the Health Insurance Portability and Accountability Act of 1996 (HIPPA) for 
the health providers and the Family Education Right and Privacy Act (FERPA) for the DC Schools and other providers.           

DC Health | 899 North Capitol Street, NE., Washington, DC | 202.535.2180 | dchealth.dc.gov           January 2019    
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