
North Brunswick Township Schools Health Record Update 2023-2024

Student’s Full Name:____________________________________________________ Grade: ___________

School: ___________________________________________ Teacher: ______________________________

THE INFORMATION PROVIDED ON THIS UPDATE REPLACES ANY PREVIOUS INFORMATION

Please check the health related conditions that your child CURRENTLY has.
Health Related Conditions Requires Medication in School/ Medication Name

[ ] Asthma Asthma Treatment Plan □ Yes No □

[ ] Seizure disorder Seizure Action Plan □ Yes No □

[ ] Seasonal Allergies to: _________________________ □ Yes No □

[ ] Food allergy to: ______________________________
Life threatening □ Yes No □

Food Allergy Emergency Care Plan

□ Yes No □

[ ] Diabetes: Individual Health Care Plan □ Yes No □

[ ] Other:(Migraine, ADD/ADHD, Mental Health concern)
_______________________________________________ □ Yes No □

[ Other:__________________________________________ □ Yes No □

[ ] Wears a hearing device □ Yes No □

[ ] Wears glasses/contacts □ Yes No □

[ ] Daily Medications:______________________________________________________________________
NBT Medication Form Required

The information provided on this update takes the place of any previous information. Health information will be
shared with essential staff to assist in your child achieving educational goals. If you have any questions or
concerns regarding the health and well-being of your child or sharing of health information, please call the school
nurse.
I give my permission for this information to be shared with school staff, and emergency personnel as needed for the
education and safety of my child.

Parent Name (print)______________________________________________________________________

Parent Signature: _____________________________________________________ Date: ___________

All Medical Forms are available at https://www.nbtschools.org/page/health-office

https://core-docs.s3.amazonaws.com/documents/asset/uploaded_file/1172/North_Brunswick/2179365/FY21-ALA-Asthma-Action-Plan_Home_School.pdf
https://core-docs.s3.amazonaws.com/documents/asset/uploaded_file/463304/Seizure_Action_Plan_6_2018.pdf
https://core-docs.s3.amazonaws.com/documents/asset/uploaded_file/463284/Anaphylaxis_Emergency_Plan_order.pdf
https://core-docs.s3.amazonaws.com/documents/asset/uploaded_file/943326/Diabetic_Orders_2020_-_2021.pdf
https://core-docs.s3.amazonaws.com/documents/asset/uploaded_file/463245/Medication_Permission_form_PDF.pdf
https://www.nbtschools.org/page/health-office


Actualización del registro de salud de las escuelas del municipio de North Brunswick 2023-2024

Nombre completo del estudiante: ________________________________________ Grado: ___________
Escuela: ___________________________________________ Maestro: ______________________________

LA INFORMACIÓN PROPORCIONADA REEMPLAZA CUALQUIER INFORMACIÓN ANTERIOR

Marque las condiciones relacionadas con la salud que su hijo presenta ACTUALMENTE.
Condiciones relacionadas con la salud Requiere medicación en la escuela/Nombre del

medicamento

[ ] Asma Plan de tratamiento del asma □ Si No □

[ ] Convulsiones Plan de acción para convulsiones □ Si No □

[ ] Alergias estacionales a: ____________________________ □ Si No □

[ ] Alergia alimentaria a: _____________________________
Potencialmente mortal □ Si No □

Plan de emergencia para tratar alergias alimentarias
□ Si No □

[ ] Diabetes □ Si No □

[ ] Otro:(migraña, TDA/ TDAH, problema de salud mental)
_______________________________________________ □ Si No □

[ ] Otro:
_______________________________________________ □ Si No □

[ ] Usa un dispositivo auditivo □ Si No □

[ ] Usa anteojos/ lentes de contactos □ Si No □

[ ] Medicamentos diarios:______________________________________________________________________
requiere un formulario de medicamentos NBT

La información proporcionada en esta actualización reemplaza cualquier información anterior. La información de
salud se compartirá con el personal esencial para ayudar a su hijo a alcanzar las metas educativas. Si tiene alguna
pregunta o inquietud con respecto a la salud y el bienestar de su hijo o si comparte información de salud, llame a
la enfermera de la escuela.
Doy mi permiso para que esta información se comparta con el personal de la escuela y el personal de emergencia según sea
necesario para la educación y seguridad de mi hijo.

Nombre de los padres (letra de
imprenta)__________________________________________________________________________

Firma de los padres: __________________________________________________ Fecha: ___________

Todos los formularios médicos están disponibles en https://www.nbtschools.org/page/health-office

https://core-docs.s3.amazonaws.com/documents/asset/uploaded_file/1172/North_Brunswick/2181299/FY22-ALA-Asthma-Action-Plan_Home_School_Spanish-v1-03-16-2022.pdf
https://core-docs.s3.amazonaws.com/documents/asset/uploaded_file/463304/Seizure_Action_Plan_6_2018.pdf
https://core-docs.s3.amazonaws.com/documents/asset/uploaded_file/463284/Anaphylaxis_Emergency_Plan_order.pdf
https://core-docs.s3.amazonaws.com/documents/asset/uploaded_file/943326/Diabetic_Orders_2020_-_2021.pdf
https://core-docs.s3.amazonaws.com/documents/asset/uploaded_file/463245/Medication_Permission_form_PDF.pdf
https://www.nbtschools.org/page/health-office

