West Carroll Special School District


Eric Williams, Director of Schools
                                       
Lisa Kapeller, R.N., District Nurse
Student Health History

Student health information within the school is limited to the information necessary to serve the student’s educational and health interests.
Student Name______________________________________Parent/Guardian Name_________________________________________
Homeroom_________________________________________Grade______________________

· My child has no health problems which would affect his/her school day.

· My child’s health needs include the following conditions.

_____Allergies, please list________________________________________________________________________________________
Reaction,  list symptoms________________________________________________________________________________

______Bee Sting Allergy symptoms_________________________________________________________________________________   

                 Is EpiPen prescribed? _____Yes_____No (EpiPen must be provided by parent)
_____Asthma, inhaler? ______Yes_____No If yes, how often?__________________________(Dr order needed for child to carry inhaler)
              Other prescribed medication for condition___________________________________________________________________
_____Diabetes, Medications prescribed______________________________________________________________________________


Special procedures needed during school day__________________________________________________________________

_____Behavior Problems_________________________________________________________________________________________


Medication _______________________________________________________Need to be taken at school ____Yes____No

_____Digestion/Urinary/Kidney____________________________________________________________________________________
_____Bone/Joint problems________________________________________________________________________________________

_____Physical/Emotional Limitations or concerns______________________________________________________________________

_____Seizure Disorder, what type_____________________________________________Date of last Seizure_____________________

Medications taken_______________________________________________________________________________________

Will your child require any medical procedures at school? _____No ______ Yes  explain______________________________________

_____________________________________________________________________________________________________________

Vision/Hearing/Speech

Does your child wear?  ______Glasses  _______Contact Lenses  __________Hearing aid, ____right ear  ____left ear

Explain any visual, hearing or speech problems._______________________________________________________________________

_____________________________________________________________________________________________________________

Lit any other recurrent medical problem(s) or illness you would think school personal needs to be aware of_______________________

*************************************************************************************************************************** 
Please use the enclosed medication form if over the counter or prescription medications will be taken at school, including inhalers and EpiPens
Your signature gives permission for school staff to take precautions and procedures to protect your child in the classroom and to foster academic success.  Your signature is an informed consent to share this health history information with school staff and school bus personnel on a need-to-know basis for emergency plans.

Parent/Guardian Signature______________________________________________Date__________________________
Emergency phone numbers___________________________________________________________________________
