" STUDENT HEALTH FORM ' o

Dear Parents, ’ . . ’
The followlIng is a brief health form which must be returned to your child's teacher as soon as possible, This informatitl:n gl;l;:e
reviewed by the school nurse and used to meet your child’'s heaith needs at school and in P.E. Please use a pen and wrlte firmiy.

School . Homeroom Teacher/Grade _

Studsnt Name ' Date of Birth Home Phane #

Parent/Guardian Name (mother) Daytime Phons-#

(father) Daytime Phone #

Name of Doctor: ' Phone #

Name of Dentist: ' Phone #

Does your child have heaith instrance? OYes DO No is your child on @ spaclal diet? [ Yes O No

Does your child take regular medication? GYes O No Is your chiid able o participate in Physical Education? QYes  [No
CHEGK CONDITION(S) YOUR CHILD HAS: .
Q 1 Asthma 0 7 Convulsions/Selzures O 13 Hemophilia 1 19 Skin problems
& 2 ADD/ADHD O 8 Oystic Fibrosls 0 14 Heart Problems 3 20 Speech Problems
Q 3 Bone/Muscle Problems O 9 Cersbral Palsy {d 15 Hearlng Problems @ 21 Kidney?Bladder
Q 4 Bowsl Problems - 1 10 Dizziness/Fainting 0 16 Physlcal Disabfty QO 22 Vislon Problems
O & Cancerl.eukemta 2 11 Diabetes L 17 Severe Allergies O Other
Q0 6 Nose Bleeds ] (X 12  Emolionai/Behavioral €1 18 Sickle CeltAnemia (1 24 NONE

For those liinesses or developmental problems checked above, please provide additional information:

Severe Allergies What ts your'child allergic to?
Is emergency medication needed at school for allergies? Ll Yes €1 No

Gircle the type of allergic reaction that ocours.  Hives  Swelling  Diffloulty Breathing Other:

Asthma What triggers an episode?
Circle when madication is needed at schocl.  Daily  Before PE. Never When Symptoms Qcour
Diabetos is Insulin needed at school? O Yes [Na Are snacks needed at school? QYes  UNo

Wilt biood sugar chacks be needed at school? OYes [lNo

Sejzures ' How often do seizures ocour?
' |s medication needed at sc_hoo[? 0 Yes 1 No

Vislon Problems Does yaur child wear glasses or contacts? Yes [ No Is special seating needed? [J Yes Q No
Hearlng Problems Does your child have a known loss? U Yes QI Na s special seating needed? [1Yes  INo
Does your child have a bearing aid? - [ Yes 1 No _
Heart Problems Circle type: Heart Murmur Heart Valve Condition Othar:
is exerclse iimited? [ Yes X No ts medication needed at school? DYes T No
Head Injury Has your child had a concussion in the past 12 months? _ Yes __NO
Please describe:

Bone? Orthopedic Problems - Name of problem.

Qth eath Problems or Learni Problem; s

*If your chitd nesds medication, a special diet, or PE, restrictions at school, please contact the school nurse. Additional forms
signed by the doctor will be necessary.

1 give my permission for routine health screenings to be performed (height, weight, vision, hearjl_ig, and dental). |
understand | wilt be notified of any possible problems detected.

Parent or Guardian Signature : Date



