
SHELDON COMMUNITY SCHOOLS 

HEALTH INFORMATION 

CONFIDENTIAL INFORMATION 

 
 
 
Child’s name _________________________________ Birthdate ________________ Grade _________ 
 
 
PHSICIAN _______________________________CITY_____________  PHONE____________________ 
DENTIST ________________________________CITY_____________ PHONE____________________ 
EYE DOCTOR____________________________CITY_____________ PHONE_____________________ 
 
INSURANCE PROVIDER ___________________________________________________ 
NAME OF INSURANCE CARRIER (SELF OR GUARDIAN)________________________ 
GROUP NUMBER (MEDICAID NUMBER IF APPLICABLE)________________________ 
 
 
 

 
PLEASE FILL OUT COMPLETELY 
 
Please list any medications your child takes and frequency: ____________________________________ 
____________________________________________________________________________________ 
If you would like your child to receive Tylenol or ibuprofen at school please sign consent and bring medication 
in the original container, marked clearly with your child’s name. 
 
Diagnosis related to medication child is taking _______________________________________________ 
____________________________________________________________________________________ 
 
Does your child have any emergency medications: (epi pens, inhalers, glucagon) ___________________ 
____________________________________________________________________________________ 
 
Does your child have special diet restrictions? (If so a physician order is needed) ____________________ 
_____________________________________________________________________________________ 
 
Does your child have any allergies? ________________________________________________________ 
 
Health concerns _______________________________________________________________________ 
_____________________________________________________________________________________ 
 
Does your child have a current Health Plan at school  (IHP)______________________________________ 
 
Does your child have a current Emergency Plan at school (504)___________________________________ 
 
 

 
 
 
 
 
 
 
 



 
Is your child current on all the school requirements listed below:  
YES or NO   (circle one)  
 
If not please explain ____________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
 
 
 

SCHOOL REQUIREMENTS: 
 
 
Kindergarten:  Physical, immunizations current, vision screen, dental screen, and this 
health form. 
 
3rd GRADE:  Vision screen 
 
7th GRADE:  Sports physicals begin in 7th grade and continue yearly while in sports, 
Tetanus and Meningococcal vaccine must be completed before the 1st day of school 
 
9th GRADE: Dental exam  
 
12th GRADE: Meningococcal vaccine must be completed before the 1st day of school 
 
ALL STUDENTS:  Must have immunizations up-to-date, Sports physicals start in 7th 
grade, authorization to give medications signed, this health form filled out, meeting with 
school nurse if needing a health plan. 
 
 

It is mandatory for the school to have a record of the 
immunizations before the student comes to school.  If we do 
not have this record the student will not be allowed to come to 
school.  If you have any questions or there are any health care 
needs at school, please meet with the school nurse as soon as 
possible.   
 
Thank-you, 
Dawn Meyer, RN and Savannah Sauer,MSN,RN                           
dmeyer@sheldon.k12.ia.us   ssauer@sheldon.k12.ia.us  
(712)324-4337 
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