


WESTBURY PUBLIC SCHOOLS 
Office of Pupil Personnel Services 

 Westbury, New York 11590 
Confirmation of Address and Health Status 

 
Dear Parent/Guardian: 
  
 In order for us to best serve your child, we need your help in assuring that the records in our school health 
office are up to date.  Please complete the form below and return it to the School Nurse.  Thank you. 
 
      Sincerely, 
      School: ________________________ 
       Address: _______________________ 
      Westbury, New York 11590 
Student:____________________________      Date of  birth:__________________________________ 
Address:____________________________________________________________________________ 
Home telephone:________________________ 
Mother/Female Guardian:________________   Father/Male Guardian:___________________________ 
Work address:_________________________   Work address:__________________________________ 
Work telephone________________________   Work telephone________________________________ 
 
 
Emergency Contacts:              (This information must be provided!) 
Name of Contact # 1____________________    Contact # 2__________________________ 
Address:______________________________   Address:____________________________ 
Telephone:____________________________    Telephone:__________________________ 
Family Doctor:_________________________    Doctor’s Telephone:__________________ 
 
 
Is the above named child in foster care?       YES   NO        If YES, Which agency is involved? 
Agency name:_________________________        Contact person:______________________________ 
Agency address:_______________________         Agency Telephone:___________________ 
Have you supplied documentation of this arrangement to the School District?        YES      NO 
If YES, what documentation and to whom:_________________________________________________ 
If NO< please supply appropriate documentation to the Director of Pupil Personnel Services, care of Park Avenue 
School. 
 
Has your child had any serious illnesses during the past year?               YES            NO 
If YES, please list them with date(s):______________________________________________________ 
Please list any operations your child had in the past year:______________________________________ 
Is your child supposed to wear glasses?                                          YES          NO 
 
Immunizations received during the past year:(If there are no changes from last year please write SAME) 
            DPT________________________                Measles___________________________________ 
            Diphtheria___________________                 Mumps___________________________________ 
            Tetanus_____________________                 German Measles(rubella)_____________________ 
            Polio/OPV___________________                Tuberculin Test_____________________________ 
Please list any allergies your child has:____________________________________________________ 
Please list any special medication your child is taking:_________________________________________ 
 
Does your child have any physical or emotional condition(s) requiring restriction of his/her participation in 
physical education or any other school activity?                                         YES                  NO 
 
If YES, please contact the principal or school nurse immediately to discuss this with them 
 
Parent/ Guardian signature: _________________________     Date: _______________________________ 


