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This information will be used by the school nurse to provide care for your child.

Student's name
(LAST) (FI RST) (M DDLE)

Did the student require nedical care/hospitalization at birth or at any other time?

[[]Yes [JNo If "Yes," explain:

Does the student require a daily nedical procedure perforned by a school nurse? |If so, explain:

What nedications, if any, does the student take?

Does the student seemto have vision, hearing or speech problens?

|:| Yes |:| No If "Yes," explain:

The student has a history of (check any that apply): [ shunt s/ hydr ocephal us
[J AbD ADHD [ cancer [] bown's Syndrome [J skin probl ens
[0 Anputation(s) [ celiac disease [ "G'/"J3" feeding tubes [] Stomach probl ens
[ Asthma/reactive [] Cerebral pal sy [] Heart defects [] swal | owi ng probl ens
ai rway di sease [J crohn's Disease ] Henophilia [ Tracheot ony

[ Requires inhal er [] oystic fibrosis [ M graine headache [] Traumatic Brain Syndrone
[0 Allergies: [] Di abetes [J wuscul ar dystrophy [0 Traumatic spinal injury

[] Bee stings [] spina bifida [0 wrinary problens

[] Food [0 othopedic problens [ O her

[ Lat ex [ sensitivity to Iight

O Requi res Epi - pen [] sei zure di sorder

If any are checked, expl ain:

It is inportant for teachers and principals to have your child's special nedical information so
that any energency can be handl ed appropriately. Summarize any special nedical conditions:

Does the student get along well wi th other people?
|:| Yes |:| No If "No," explain:

Fam |y physician: Tel ephone:

Form conpl et ed by Dat e

Rel ati onship to the student
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