
health assessment

STUDENT INFORMATION

Student Name: 	   Grade:                 Date of Birth (mm/dd/yyyy):

Address: 	 City: 					          Zip:

Last school attended:	E mail:

Does your child ride the school bus?   [  ] yes  [  ] no

05/2014

every student, every year   |   form 1

HEALTH CONCERNS  If yes, please answer the questions following.

Seizures:  [  ] yes  [  ] no	   Date of Last Seizure:	   Was this due to high fever as infant or toddler?  [  ] yes  [  ] no

Describe Seizure: 

aSTHMA:  [  ] yes  [  ] no	   Asthma Medications taken at school:

NOTE: For students who carry their inhalers, the medication request form must still be completed by your child’s health care provider and signed by a parent/guardian.

aLLERGIES:  [  ] yes  [  ] no	   Type of allergy:	

Symptoms when exposed to allergen:	All ergy medications at school:

hEARING lOSS:  [  ] yes  [  ] no	   EAR(S):  [  ] right  [  ] left  [  ] both	   Wears hearing aides:  [  ] yes  [  ] no

Accommodations needed at school?

CORRECTIVE LENSES:  [  ] yes  [  ] no 	  type:  [  ] glasses  [  ] contacts	   Date of last exam:	     Eye Specialist Name:	

List any surgeries, major illnesses or injuries that required medical care in the past year: 

 

List any other chronic illness or current health concerns:

Doctor Name:		    Date of Last Exam: 	   Do you need assistance finding a doctor?  [  ] yes  [  ] no

Dentist Name: 		    Date of Last Exam:	   Do you need assistance finding a dentist?  [  ] yes  [  ] no

Does your child have health insurance?  [  ] yes  [  ] no	   Do you need information about Hawk I insurance?  [  ] yes  [  ] no  

MEDICATION INFORMATION  List all medications your child is currently taking, times given and purpose.

PLEASE SIGN BELOW

I agree that this information may be released to school personnel who need to know.

__________________________________________ 	 ________________
Parent / Guardian Signature		D  ate

EMERGENCY CONTACT INFORMATION (contacts should be available to pick up your child within 30 minutes)

Parent / Guardian Name: 	   Home Phone:	   Cell Phone: 	   Work Phone:

Parent / Guardian Name: 	   Home Phone:	   Cell Phone: 	   Work Phone:

alternate Contact Name: 	   Home Phone:	   Cell Phone: 	   Work Phone:

alternate Contact Name: 	   Home Phone:	   Cell Phone: 	   Work Phone:

THIS FORM IS ONLY FOR STUDENTS WHO DO NOT REGISTER ONLINE USING POWERSCHOOL. 
If you registered in PowerSchool, you have already completed this information.

NOTE: If you wish to save data typed into this form, first save the file on your computer and re-open from your computer prior to typing.
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