
USD 223 Student Health Form
Student’s name___________________________________________________
Grade___________ Date of birth________________
Allergies: ___ Yes ___No If yes, please list allergies___________________________
______________________________________________________________________

If Prescription medications will need to be given through the school day, the school
nurse has to have a medical provider order and the medications need to be brought to
the school nurse. If it is an as-needed medication, we also need a medical provider
order with explanations of when to use them.

Inhalers and emergency meds (epinephrine) may be self-carried if we have a
physician’s order on file. Physician:____________________________
Hospital:___________________________

Does your student have a current/past history of any of the following (circle Yes or No).
Asthma/Breathing problems: Yes No Comments__________________________

If yes, do they use an Inhaler? How often__________________________________
Known asthma triggers:________________________________________________

Attention Deficit Disorder: Yes No Comments _________________________
If yes, do they take meds? Yes No What time during the day? _____________

Mental Health Treatment: Yes No Name of provider_____________________
Seizures/Neurological: Yes No Comments__________________________
Previous Concussion: Yes No Date __________________Age_________
Heart Condition: Yes No Comments__________________________
Diabetes: Yes No Comments__________________________
Special diet or food allergies: Yes No Comments__________________________
Premature birth/early child issues:Yes No Comments__________________________
Hearing concerns: Yes No Describe____________________________
Any appt. With ENT specialist: Yes No Describe____________________________
Previous Tube placement: Yes No When_______________________________

Are they still in place: Yes No
Glasses/Contacts: Yes No If yes, full time or reading only? Yes No

___ Near sighted ___ Far sighted ___ Lazy eye ___Can’t see colors

List any other health and/or developmental issues, significant injuries, hospitalizations:
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________

OVER



Information regarding conditions will be shared with staff on a “need to know” basis as
determined by the administrator and school nurse.

I give my permission for the school nurse to exchange information with our medical
provider office, health departments and Kansas Immunization system.

I give permission for my child to have the following screenings required by the state of
Kansas performed:

____ Height and weight ____ Hearing ____ Vision ____ Dental
If you do not want your child to be screened, write NO on the line (these are
performed free).

I give permission for my child to receive the following medication given by the school
nurse or other school personnel determined competent to provide medication as
required by Kansas Law.

1. Tylenol (tablets or liquid) ___Yes ___No
2. Ibuprofen (tablets or liquid) ___Yes ___No
3. TUMS ___Yes ___No
4. Benadryl ___Yes ___No
5. Cough drops ___Yes ___No

My child has taken these medications before? ___Yes ___No
Please notify me BEFORE giving my child these meds ___Yes ___No
Please notify me the day my child takes the meds ___Yes ___No

Parent/Guardian signature: _______________________________________________

Printed name: _________________________________________ Date: ____________

Email: ___________________________________ Phone Number: ________________

If at any time things change with your child during the school year, please either call me
or send me an email at: jtegtmeier@usd223.org

Jeri Tegtmeier, RN
USD #223 School Nurse.

mailto:jtegtmeier@usd223.org

