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Dear Parents/Guardians:

In an effort to keep our medical records for your son/daughter as current as possible, please complete the following form and return it to us as soon as possible. Thank you for your cooperation.

MEDICAL UPDATES/INFORMATION

Student Name: _________________________     
Date: ______________________

Please check off and/or fill in as much information as possible.

ALLERGY

Food ______________________________________________________________________

Drug ______________________________________________________________________

Environment  (pollen, dust, animal, etc.) __________________________________________

ASTHMA


Seasonal __________________________________________________________________


Medication _________________________________________________________________


Other _____________________________________________________________________

CARDIAC


Pulse Ox range ___________________  Prolonged Bleeding Time _____________________


Medication _________________________________________________________________


Other: _____________________________________________________________________

DIABETIC


Type _____________________  Medication _______________________________________

GASTRIC


Reflux _______     Difficulty with loose stool _______   Difficulty with constipation _______


Swallowing difficulties  ________   Feeding tubes (e.g. Mic Button): _____________________


Over, please




Medication: ____________________________________________________     
HOSPITALIZATION


Surgery ____________________________________________________________________


___________________________________________________________________________


Tubes in ears _____    Fractures __________________ Trauma _______________________


Other _____________________________________________________________________

MENSES


Frequency _____________________________   Duration ____________________________


Medication __________________________________________________________________

SEIZURE


Type _______________________________  Duration _______________________________


Medication __________________________________________________________________

SHUNT


Date of Placement ______________________   Type ________________________________


Other ______________________________________________________________________

SPECIAL EQUIPMENT


Wheelchair _______    Mafo _______    Walker _______    Hearing Aid _______


Other ______________________________________________________________________

DENTAL




VISION


Braces ___




Glasses _____

Parent/Guardian Signature: _____________________________________    Date: ___________
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Please feel free to explain any other medical concerns in detail on a separate sheet of paper and attach to this form.  Thank you again for your assistance with this.

Mary Meduri, R.N.     Donna Templeton, R.N.     Linda Hughes, R.N.     Cindy Ogbin, R.N.     Sarah Konrad, R.N.     Joanne Mintzas, R.N.
School Nurse             School Nurse
                 School Nurse
       School Nurse             School Nurse

School Nurse

1145 Delsea Drive Westville Grove, NJ 08093
Web: www.sjogcs.org Tel: (856) 848-4700 TTY: (856) 848-4598 General Fax: (856) 384-1512 School Fax: (856) 848-3965
The Hospitaller Order of St. John of God is an international nonprofit, serving those in need in 5 continents and 53 countries.
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