
Tecumseh Public Schools 
SCHOOL NURSE HEALTH FORM 

Revised 02/2023 

SCHOOL SITE: ___________________________ GRADE: _________ DATE: _____________ 
To Parent/Guardian: In order to provide the best educational experience, school personnel must understand your child’s health needs. This form requests 

information from you that will be given to our school nurses to assure your child receives appropriate health care throughout the school year.  
PLEASE PRINT 

Student Name: ________________________________ Gender: _______ Date of Birth: ___________ 

Parent/Guardian’s Name: __________________________________ Number: _______________________________ 

Parent/Guardian’s Name: __________________________________ Number: _______________________________ 

Address: __________________________________________ City: ____________________ State: _____ Zip: _________ 

STUDENT HAS HEALTH CONCERNS             Yes  No 
IF NO- complete SECTION 2 only 

Does your child have any of the following specific illness or chronic medical diagnosis? (Check all that apply)         Yes  No 

 

 ADHD/ADD_____________________________  Allergic Reactions, specifically to: _______________________ 

________________________________________________________________________________ (Epi-Pen __Yes __No)     

 Asthma (Inhaler __Yes __No) (Asthma Action Plan __Yes __No) _____________________________________________ 

 Anxiety (Panic Attacks __Yes __No) ______________________________  Depression __________________________     

 Diabetic (DMMP __Yes __No)________________________________________________________________________     

 Heart____________________________________________________  Joint/Muscular_________________________ 

 Metabolic ________________________________________   Migraines _____________________________________    

 Neurological ______________________________________   Physical Disabilities, specifically: ___________________ 

__________________________________________________________________________________________________ 

 Pulmonary________________________________________   Renal ________________________________________    

 Seizures (Seizure Action Plan __Yes __No) Last Seizure______  _____________________________________________    

 Skin Conditions _____________________________________    Special Dietary Needs, specifically: _______________ 

________________________________________________________________________________ (Dr Note __Yes __No )   

 Recent treatment for mental health: __________________________________________________________________ 

 Other:  __________________________________________________________________________________________ 

Please explain any above conditions or health concerns: ____________________________________________________ 
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

SECTION 2 
 

I, ___________________________, the undersigned parent/legal guardian of __________________________  
    Print Parent/Legal Guardian Name                    Print Minor/Student’s Name  
do hereby authorize TECUMSEH PUBLIC SCHOOLS to consent to emergency medical treatment, may include 
medication and/or transportation shall a situation where I or the following are unable to be contacted in a 
timely manner for the safety & health of the above named minor shall he/she require emergent care. 
_______________________     ________________   _______________________     ________________       
Emergency Contact #1     Number    Emergency Contact #2      Number  

______________________________________ __________________________           ________________________ 
Medical Insurance    Policy Number    Group Number 

__________________________ __________________________ _________________ 
Parent/Guardian Signature(s)  Parent/Guardian Signature(s)  Date  
 

Please be advised: Without the signature above, in the event of a major medical emergency, Tecumseh Public Schools would call for an 

ambulance if the health and well-being of a student or students was such that they needed immediate medical attention, but transportation or 
hospital care may wait until parental consent is obtained.  



Tecumseh Public Schools 
SCHOOL NURSE HEALTH FORM 

Revised 02/2023 

SCHOOL SITE: _______________________ GRADE: _________ DATE: _____________ 

SECTION 3 
 

Schools are required to have an Asthma Action Plan, Seizure Action Plan, and Diabetes Medical Management Plan in 

place for ALL students with such diagnosis PRIOR to the FIRST day of class. If your child has one of these diagnosis, we 

ask that you PLEASE contact a School Nurse at the following number 405-598-5500. Thank you for your cooperation.  

1. Does your child have any health conditions that would require EMERGENCY ACTION while at school?        Yes  No 
Diabetes, Seizures, Anaphylactic Allergies, Asthma, etc. 

2. Does your child have a LIFE THREATENING allergy?                  Yes  No 
List allergy: _____________________________________________  EPI PEN? ________________ 

3. Would you like to discuss anything about your child’s health with the school nurse?             Yes  No 
Nurses make calls to parents of children with diagnoses that may require additional information prior to 
that child being able to start school.  

4. Does your child take any medication(s) on a regular basis?                  Yes  No  
INCLUDE those taken at home. If taken at school, Medication Authorization/Consent Form MUST be 
completed and filed at school: ____________________________________________________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

** A separate form is required for prescription or over-the-counter medications to be administered by school personnel. Please ask for the form at 

your school site office.  

 
FOR OFFICE USE ONLY        

Classified as SITE MEDICAL ALERT:     Yes  No 

Phone Call to Parent:  Yes  No   Number: ____________________ Date:______________ Time: __________  

Notes: ____________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Documents Needed Prior to student starting School:   Yes  No   ____________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Any changes/special circumstances needed at site:  Yes  No _______________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________  

Meetings scheduled with additional Staff:  Yes  No ______________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Nursing Duties required:  Yes  No ____________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________  

_______________________________________________    _________________________________ 

Nurses Signature        Date 


