Dyer County Schools

CONFIDENTIAL: HEALTH HISTORY INFORMATION


ALERT TO PARENTS: If your child has a serious medical condition, it is vital that you discuss this with your School Nurse and teacher(s) immediately. It is very important to know of LIFE THREATENING conditions. 

Name:_________________________________________________________ Birthdate:____________      Sex: M/ F

               Last                                 First                            MI                                                                                   (circle)

School:_____________________________________ Grade:________ Teacher:_____________________________

In order to provide a safe and healthy environment for your child, this information may be accessible to the following people: School Nurse, your child’s teacher, office manager, personnel responsible for health room coverage and emergency medical personnel.

A. MEDICAL HISTORY: Check the ones that apply to your child and describe under the comment section.

              _____ ADD/ADHD                          _____ Headaches                               _____ Other: _____________________________

_____ Anxiety/Panic attack             _____ Hearing Problem                                  (explain)

_____ Asthma                                  _____ Heart Condition                       _____ PE activity

_____ Bee Sting allergy                   _____ Kidney/urinary                                   Limited _______________________
_____ Bowel problem                                 problems                                            Not Limited _____________________
_____ Cerebral Palsy                       _____ Muscle Disorder                                Explain:
_____ Diabetes                                _____ Neurological Concern                          ______________________________
_____ Color Blindness                     _____ Orthopedic problem

_____ Epi-Pen                                  _____ Seizures                                             ______________________________

_____ Emotional Concerns              _____ Vision problems

Comments:_______________________________________________________________________________________________________________________________________________________________________________________________________

B. MEDICATIONS: Please list any PRESCRIPTION medication your child is taking. (Home or School)

  Name of Medication: _________________________ Reason: ___________________ Home        School  
  Name of Medication: _________________________ Reason: ___________________ Home        School  
  Name of Medication: _________________________ Reason: ___________________ Home        School  
  Name of Medication: _________________________ Reason: ___________________ Home        School  
C. ALLERGIES: List allergies your child has that cause a problem at school:

  Cause of the allergy: _________________________________ Treatment: ______________________________


Be specific:  Ingestion       Exposure      Inhaled                               (Epi-pen or Benadryl)
  Cause of the allergy: _________________________________ Treatment: ______________________________


Be specific:  Ingestion       Exposure      Inhaled
                    (Epi-pen or Benadryl)
D. 504: Does your student have a current 504 plan?            Yes            No
Health History Informed Consent

Your signature gives permission for school staff to take precautions and procedures to protect your child in the classroom and to foster academic success.  Your signature is an informed consent to share this health history information with school staff on a need-to-know basis for emergency plans.

Parent/guardian signature_____________________________​__Phone____________________Date____________

PLEASE COMPLETE FORM & RETURN AS SOON AS POSSIBLE








