
TIVERTON SCHOOL DEPARTMENT 

100 North Brayton Road 

Tiverton, RI 02878 

401-624-8475 

www.tivertonschools.org 

HEALTH INFORMATION  

HIPAA RELEASE 

Student health information is protected under the Health Insurance Portability and Accountability Act 

(HIPAA).  These regulations require that our schools store health records in secure locations (locked file 

cabinets) with restricted access.  This also applies to information stored on our computers,  which is 

protected by several district passwords and accessible to only our school nurses. 

Student health information is highly confidential and shared only with staff members who work directly 

with your child.  Your written consent will be required in situations where it is necessary to share your 

child’s medical records with anyone other than school personnel.  Please list your child’s specific medical 

concerns in the space provided below,  as well as the name and account number of your medical 

insurance. 

MEDICAL CONCERNS: 

              

Please indicate below the school personnel you wish to be made aware of your child’s medical concerns 

so that we may provide care and services necessary to maintain the health and safety of you child. 

MY CHILD’S HEALTH INFORMATION MAY BE SHARED WITH THE FOLLOWING: 

___ Classroom Teacher ___ School Secretary 

___ All Building Teachers ___ Teacher Assistants 

___ Building Administrators ___ Bus Driver/ Monitors 

 

Medical Insurance Provider: _______________________ Acct. Number: _________________________ 

 

PLEASE SIGN BELOW TO INDICATE THAT YOU HAVE READ THE ABOVE INFORMATION: 

 

_____________________________________  _______________________ 
  Signature                        date 

 

    

 



TIVERTON SCHOOL DEPARTMENT 

100 North Brayton Road 

Tiverton, RI 02878 

401-624-8475 

www.tivertonschools.org 

STUDENT HEALTH HISTORY AND RELEASE 

Please fill out this health history form as completely as you can so that the school will have all of the necessary 

information to safe-guard your child’s health and well-being during school hours.  Thank you.  

CHILD’S NAME: _______________________________________________  DOB:__________________ 

ADDRESS:  ___________________________________________________ PHONE: ________________ 

DOCTOR’S NAME: _____________________ADDRESS: _______________________________________ 

HEALTH CONDITIONS OF WHICH SCHOOL SHOULD BE AWARE: 

ALLERGIES (insects, medications, etc. _________________________________________ 

 

ASTHEMA 

 

 

__________________ 

 

EAR INFECTIONS 

 

__________________ 

DIABETES 

 

__________________ (family history of?) YES___ NO ___ 

ECZEMA 

 

__________________ EMOTIONAL PROBLEMS __________________ 

GLASSES 

 

__________________ HEADACHES __________________ 

HEART CONDITION 

 

__________________ HEARING PROBLEMS __________________ 

SEIZURES 

 

__________________ SPEECH PROBLEMS __________________ 

PHYSICAL DISABILITY 

 

__________________ OTHER HEALTH CONCERNS __________________ 

ABLE TO PARTICIPATE IN FULL PHYSICAL ACTIVITY?  YES _____   NO _____ 

ILLNESSES, INJURIES, OPERATIONS (include dates): ___________________________________________ 

CHICKEN POX 

 

___ DIPHTHERIA ___ MEASLES ___ MUMPS ___ 

PNEUMONIA 

 

___ WHOOPING COUGH ___ RHEUMATIC FEVER ___ RUBELLA ___ 

SCARLET FEVER 

 

___ TUBERCULOSIS ___ POLIO ___   

 

MEDICATIONS? _________________________ NAME AND REASON: _____________________________    

RELEASE:   HEALTH INFORMATION REQUIRED BY THE DEPARTMENT OF HEALTH MAY BE REVIEWED WITH MY CHILD’S PHYSICIAN.  

PARENT’S SIGNATURE: _________________________________________    DATE: __________________    



 

 



 

 

TIVERTON SCHOOL DEPARTMENT 

100 North Brayton Road 

Tiverton, RI 02878 

401-624-8475 

www.tivertonschools.org 

ACETOMINIPHEN (GENERIC TYLENOL) MEDICATION RELEASE FORM 

TIVERTON MIDDLE SCHOOL 

Medication (including Tylenol, Advil, and aspirin) are not to be carried by a student during the school 

day.  All medications are to be kept in the nurse’s office unless the school receives written authorization 

for a student to self/ carry and self/ administer the medication. 

ACETAMINOPHEN, not aspirin, is the medication of choice as aspirin should not be given during flu/ cold 

season due to possibility of Reyes Syndrome. 

It is understood that parents will be notified if the requests for ACETAMINIPHEN are excessive.  Under 

the advice of school physician, Dr. Miniutti, a student requesting 4 or more does of acetaminophen 

per month will need to obtain a written doctor’s order for this medication. 

This permission remains in effect for all four years while your child is at Tiverton Middle School.  This 

form is to be filled out for incoming 5
th

 graders and all new students to the school. 

I assume all responsibility for the medication to be given. 

 

Student’s Name _____________________________________________________________________ 

Grade _____             Homeroom _________________  Teacher ______________________________ 

 

Sign here for Acetaminophen (Generic Tylenol) ____________________________________________ 
        Parent/ Guardian 

 

Date _________________ 

  

 

 

 



 

 

TIVERTON SCHOOL DEPARTMENT 

100 North Brayton Road 

Tiverton, RI 02878 

401-624-8475 

www.tivertonschools.org 

ACETOMINIPHEN (GENERIC TYLENOL) and IBUPROFEN (GENERIC ADVIL) MEDICATION RELEASE FORM 

TIVERTON HIGH SCHOOL 

Medication (including Tylenol, Advil, and aspirin) are not to be carried by a student during the school 

day.  All medications are to be kept in the nurse’s office unless the school receives written authorization 

for a student to self/ carry and self/ administer the medication. 

ACETAMINOPHEN, not aspirin, is the medication of choice as aspirin should not be given during flu/ cold 

season due to possibility of Reyes Syndrome. 

It is understood that parents will be notified if the requests for ACETAMINIPHEN are excessive.  Under 

the advice of school physician, Dr. Miniutti, a student requesting 4 or more does of acetaminophen 

per month will need to obtain a written doctor’s order for this medication. 

This permission remains in effect for all four years while your child is at Tiverton High School.  This form 

is to be filled out for incoming 9
th

 graders and all new students to the school. 

I assume all responsibility for the medication to be given. 

 

Student’s Name _____________________________________________________________________ 

Grade _____             Homeroom _________________  Teacher ______________________________ 

 

Signature to allow Acetominiphen (Tylenol) or Ibuprofen (Advil)_______________________________ 
                           Parent/ Guardian 

 

Date _________________ 

 

 

 

 



TIVERTON SCHOOL DEPARTMENT 

100 North Brayton Road 

Tiverton, RI 02878 

401-624-8475 

www.tivertonschools.org 

MEDICATION ADMINISTRATION 

PHYSICIAN AUTHORIZATION (FOR EPIPEN ORDERS FILL OUT SEVERE ALLERGY PROCEDURE FORM) 

Student Name __________________________________________________DOB ____/____/________ 

Name of Medication _________________________________Daily__________PRN________________ 

Dosage while in school ____________Route of Administration _________ Time to be Given_________ 

Diagnosis ____________________________________________________________________________ 

Is this a new medication _______________________Expected Duration _________________________ 

List of significant side effects ____________________________________________________________ 

Self-carry/ self administer in the school setting: 

Please circle the appropriate response below. (DOES NOT APPLY TO CONTROLLED SUBSTANCES) 

• Do you authorize this child to self-carry the above ordered medication in the 

school setting?   (Excludes elementary grade students)  

                            

YES NO 

• Do you authorize this child to self-administer the above medication in the 

school setting? 

 

YES NO 

Field trip information: 

Please circle the appropriate response below. 

• On an off-site school sponsored activity without a nurse present, this student 

may self-carry the above medication? (Excludes  elementary grade students) 

 

YES NO 

• On an off-site school sponsored activity without a nurse present, this student 

may self-administer the above ordered medication? 

 

YES NO 

• The above medication may be omitted.  YES NO 

  

 

Print Physician Name _________________________ Phone ___________________________________ 

 

Physician Signature ____________________________________________Date ____/_____/________ 

 

Address _____________________________________________________________________________ 

 

Parent/ Guardian Authorization 

I authorize the above medication to be administered to my child under the direction of my health care 

provider.  The school nurse my contact my health care provider regarding this medication if necessary.   

• My child may self-carry the prescribed medication. 

               (Excludes elementary grade students). 

YES NO 

• My child may self-administer the prescribed medication. YES NO 

 

Signature of Parent/ Guardian ___________________________________Date ____/____/__________ 



 

 

TIVERTON SCHOOL DEPARTMENT 

100 North Brayton Road 

Tiverton, RI 02878 

401-624-8475 

www.tivertonschools.org 

SEVERE ALLERGY PROCEDURE 

Student Name __________________________________________________DOB ____/____/________ 

Specific Allergy _______________________________________________________________________ 

Has this student had prior anaphylactic reaction? ____________________Date ____/_____/________ 

Reaction and treatment ________________________________________________________________ 

The following procedure will be followed for an allergic reaction: 

Please circle yes or no. 

YES NO Give Benadryl ______dose; Observe for allergic symptoms then give EPIPEN ____dose 

YES NO Give EPIPEN _______dose immediately upon exposure. 

Additional Orders 

 

Note: Students treated with an EPIPEN will be transported via rescue to the ER for medical evaluation. 

Self-carry/ self administer in the school setting: 

Please circle the appropriate response below. (DOES NOT APPLY TO CONTROLLED SUBSTANCES) 

• Do you authorize this child to self-carry the above ordered medication in the 

school setting?   (Excludes elementary grade students)  

                            

YES NO 

• Do you authorize this child to self-administer the above medication in the 

school setting? 

 

YES NO 

Field trip information: 

Please circle the appropriate response below. 

• On an off-site school sponsored activity without a nurse present, this student 

may self-carry the above medication? (Excludes  elementary grade students) 

 

YES NO 

• On an off-site school sponsored activity without a nurse present, this student 

may self-administer the above ordered medication? 

 

YES NO 

• The above medication may be omitted.  YES NO 

  

 

Print Physician Name _________________________ Phone ___________________________________ 

 

Physician Signature ____________________________________________Date ____/_____/________ 

 

Address _____________________________________________________________________________ 



TIVERTON SCHOOL DEPARTMENT 

100 North Brayton Road 

Tiverton, RI 02878 

401-624-8475 

www.tivertonschools.org 

REPORT OF DENTAL EXAMINATION 

 

 

THIS IS TO CERTIFY THAT I HAVE EXAMINED THE TEETH OF: 

NAME _____________________________________________ GRADE _________________ 

 

  ___ NO DENTAL TREATMENT NECESSARY 

  ___TREATMENT IN PROGRESS 

  ___TREATMENT COMPLETED 

 

DENTIST SIGNATURE ____________________________________ DATE ____/____/______ 

 

 

 

 

 

 

 

 

 

 

 

 

 



TIVERTON SCHOOL DEPARTMENT 

100 North Brayton Road 

Tiverton, RI 02878 

401-624-8475 

www.tivertonschools.org 

STUDENT DIRECTORY INFORMATION 

FERPA RELEASE 

The Family Educational Right and Privacy Act (FERPA) requires that school districts designate 

certain types of student information as student “Directory Information” that can be disclosed 

with parents’/ guardians’ prior consent.  This information is considered to be general 

information that would not be harmful or invasive if disclosed in school publications, such as 

school and district newsletters, yearbooks, the Tiverton Public Schools website 

www.tivertonschools.org, and to newspaper and television media. 

The Tiverton School Department has designated the following as student “Directory 

Information”: 

*Student Name *Participation in School Activities and Sports 

*Photograph Weight and Height of students on high school sports teams 

*School Student Attends *Honors and Awards Received 

*Grade Level *Major Field of Study 

*Dates of Attendance *Date and Place of Birth 

*Telephone Listing *Address 

*E-mail *Other information considered directory 

In addition to the above information, names, addresses, and telephone listings of high school 

students may be provided to military recruiters if requested.  If you do not want the Tiverton 

School Department to disclose any of the above Directory Information or information to 

military recruiters, without your prior consent you must sign one of the attached forms and 

return it to your child’s school by within two weeks of your dated signature below.  Please refer 

to your child’s school handbook for additional information on student records. 

PLEASE SIGN BELOW TO INDICATE THAT YOU HAVE READ THE ABOVE INFORMATION: 

 

_____________________________________  _______________________ 
  Signature                        date 
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STUDENT DIRECTORY INFORMATION REVOCATION 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

I am requesting that the Tiverton School Department withhold the release of “Directory Information” 

concerning my child. 

 

Child/ Children ______________________________________ ________DOB ____/____/__________ 

Telephone ________________________ Address __________________________________________ 

Parent/ Guardian ___________________________________________ Date ____/____/___________ 
     signature 
 



TIVERTON SCHOOL DEPARTMENT 

100 North Brayton Road 

Tiverton, RI 02878 

401-624-8475 

www.tivertonschools.org 

STUDENT RECORDS RELEASE FORM 

 

To Whom it May Concern: 

The below mentioned student has been enrolled in the Tiverton Public Schools.  Please release his/her 

scholastic, health, and discipline records, along with any other pertinent information that may be 

available.  If the student has transferred between quarterly marking periods, please include the 

numerical average to date. 

It would be most helpful if you would also provide an explanation of your grading policy and credit 

system if applicable. 

Thank you for your prompt attention to this. 

Yours truly, 

William J. Rearick 

Superintendent of Schools 

 

Student Name: _________________________________________________________________ 

Records to be released to:   

 

       Tiverton School Dept. 

       100 North Brayton Rd. (Rear) 

       Tiverton , RI 02878 

 

        Tiverton High School 

         100 North Brayton Rd. 

         Tiverton, RI 02878 

 

         Tiverton Middle School 

         10 Quintal Dr. 

         Tiverton, RI 02878 

 

       Ranger Elementary  

       278 North Brayton Rd. 

       Tiverton, RI 02878 

 

 

 

         Pocasset Elementary 

         242 Main Road 

         Tiverton, RI 02878 

 

          Ft. Barton Elementary 

          99 Lawton Avenue 

          Tiverton, RI 02878 

 

 I hereby give permission to the ___________________________ Department to release all 

records for my child to the Tiverton Public Schools. 

Date ___/___/______  Parent/ Guardian ___________________________________________ 
        signature 



 



TIVERTON SCHOOL DEPARTMENT 

100 North Brayton Road 
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401-624-8475 
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William J. Rearick 

Superintendent of Schools 

Douglas Fiore 

Director of Administration  

Diane Sanna 

Director of Curriculum 

Steven Fezette 

Principal, Tiverton High School 

Patricia Aull 

Principal, Tiverton Middle School 

Suzette Wordell 

Principal, Ft. Barton Elementary 

Thomas Gastall 

Principal, Ranger Elementary 

Fran Blaess 

Principal, Pocasset Elementary 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Dear Parent or Guardian, 

Please be aware that Rhode Island Law requires that the Tiverton 

School Department provide a directory to the Tiverton Police 

Department containing the names and addresses of all parents’ of 

students.  The reason for the directory is to allow the police 

department to notify parent(s)/ guardian(s) if a convicted sex 

offender takes up residency in the Town of Tiverton.  Pursuant to the 

Rhode Island Sex Offender Registration and Community Notification 

Act, it is the responsibility of the police department under the law to 

notify parents and community members of the registration of 

convicted sex offenders in certain circumstances. 

 

If any parent/guardian does not want to be notified by the Tiverton 

Police Department, please call my office at (401) 624-8475.  Please 

also complete the bottom of this page indicating the name of your 

child or children enrolled in the Tiverton School Department, and also 

include your signature and address. 

 

You will continue to receive sex offender registration information 

from the Tiverton Police Department unless and until you notify the 

Tiverton School Department that you wish to remove your child/ 

children’s’ name from the directory or until your child or children no 

longer are enrolled in the Tiverton Schools, whichever occurs first. 

 

Sincerely, 

 

William J. Rearick 

Superintendent of Schools 

_________________________________________________________________________________________ 

 

I am requesting that my child/ children be removed from the sex offender notification directory.  I understand 

that by filling out this form I am directing the Tiverton School Department to withhold my contact information 

from the Tiverton Police Department. 

Child/ Children ______________________________________________________________________ 

Telephone ________________________ Address __________________________________________ 

Parent/ Guardian ___________________________________________ Date ____/____/___________ 
     signature 
 


