Student Health History Form 2010 - 2011


Name_______________________________________________  Boy□ Girl □ Birth date_____/_____/____

 Grade_______ School___________________________ _______  Teacher _________________________

Home Address_______________________________City________________________Zip_____________

Parent e-mail __________________________________Home Phone #_____________________________

Contact Information (number where parent/guardian can be reached during school hours)

PLEASE PRINT





      

Parent#1 ________________________ ______________________ Cell Phone #__________________

Employer_______________________________________________ Work Phone#_________________

 Parent#2_______________________________________________Cell Phone #__________________

Employer____________________________________________ ____Work Phone#_________________

Emergency Contacts (other than parent-who we may contact in case of emergency or illness)

___________________________________________________________________________________

 Name                                                Relationship



Phone#

___________________________________________________________________________________

 Name                                                Relationship



Phone#

                                        Medical Information

Does student have:     
□ Private Insurance

□ Medicaid

□ None  
Doctor’s name _______________________________________Date of last complete physical____/____ /____

Dentist’s name______________________________________ Date of last complete exam _____/_____ /____

Eye Doctor’s name_________________________________________Date of last exam ____/_____/_____

Eyes:     Glasses_____ (reading ___ distance____) Contacts_____ Lazy eye_____ Other___________________

Ears:  
Frequent infections______ tubes________     hearing difficulty (explain)_________________________


Hearing Aid - Right_______ Left________

Concerns: 
□ Bee Sting Allergy □ Medication Allergy □ Food Allergy  other allergy: List Allergies ____________________                                                                                               Has allergy required emergency treatment? ___Yes ___No: ___Benadyl ___Epipen  Explain reaction ____________
□ Asthma____ Quick relief inhaler ____ Daily medication ____ Daily Inhaler       □ Diabetes   _________Medication          
□ Seizures __________Medication
  □ Add/ADHD_________ Medication □ Blood pressure    □ Heart Condition
          

□ Blood disorder        □ Bone or Joint Problems       □ Headaches     □ Nosebleeds        □ Menstruation            

Please explain those conditions checked: 
Last acute episode of your students condition?___________________________________________________

Triggers of your students condition?__________________________________________________________

What doctor does your student see for this condition?________________  Are there any restrictions that we need to 

put into place here at school due to your student’s condition?_________________________________________

If  your student should have an episode at school what steps do we need to take to treat this? ___________________

 ___________________________________________________________________________________

Does your student take daily medications at home?  No______Yes_______ At school? No_______Yes_______

(This includes as needed meds such as asthma inhalers.)

Name of medication___________________________ Dosage__________Times taken________________

The nurses’ for the Chillicothe R-II  school district have a standing Physician’s order to use the following medications according to label directions. These non-prescription medications will be used for minor complaints and are not intended for continuous or frequent use. Any other medications that your student needs to take at school, both prescription and non-prescription, will need to come to school in the original container accompanied by a physician’s order and a signed note from the parent/guardian.

My child may receive acetaminophen for mild pain or fever                        
_____Yes           _____No

My child may receive ibuprofen for mild pain.                                                
 _____Yes           _____No

Alcohol/Peroxide/Antibiotic ointment may be used on my child.               
 _____Yes           _____No                                               

Benadryl gel/Hydrocortisone cream/Calamine may be used on my child.
 _____Yes           _____No

Anbesol/Orajel may be used for dental pain  on my child.                               _____Yes           _____No

Oral Benadryl based on your student’s weight may be used.                            _____Yes           _____No

Any other pertinent health information:________________________________________________________

___________________________________________________________________________________

List name and grade of all children living in the home:

Name



School



Name



     School

____________________________________

_____________________________________ _

____________________________________                       _______________________________________

Consent to Share Health Information

I give permission for the health information about the above named student to be shared with participating care providers and school staff when appropriate in order to provide the above named student treatment or health related services.  I understand the confidentiality of the information will be maintained as required by applicable state and federal laws.  I further understand the information will not be used for any other purpose except in aggregate form, without my specific permission. I have been advised that I have the right to review health care information and to have the information updated if inaccurate.  I understand that I have the right to request restrictions in how the health information may be used or disclosed to carry out treatment or health services and that the organization is not required to agree to the restrictions requested.  I understand this consent remains in effect until I give written notice to revoke.  I understand my refusal to give permission will not influence the services the above named student may receive.
In case of an emergency and neither parent can be contacted, I give the Chillicothe R-II school district 

designee permission to seek immediate medical attention for my student.

By signing this form I agree to all of the conditions listed above. This includes my permission to give the medications I marked yes as well as my consent to share. I realize that if at any time I would like to change my information or permissions I can contact the school health office.
Signature of Parent/Guardian_____________________________________________________Date______________

*Please make sure your child’s immunizations are up-to-date and the school has a copy of all immunization records. This is a state law requirement by all schools.

