CF Schools Health Update School Year20  t020

Please complete the following information and return to the health office. This information needs to be updated

annually for your student’s health and safety.

Student Name: Last: First: Middle:

DOB: Grade: Gender: Parent/Guardian:

Please record any health concerns or medications that the health office should be aware of.

Concerns Yes No Comments Yes No
Allergies (food, medication, environmental) Takes Medication for Allergies
Allergic to: Has Epipen?
Attention Deficit Disorder (ADD) Takes Medication for ADD?
Attention Deficit Hyperactivity Disorder (ADHD) Takes Medication for ADHD?
Asthma Takes Medication for Asthma?
Seizures Takes Medication for Seizures?
Diabetes Takes Medication for Diabetes?
Skin Disorders Takes Medication for Skin Disorders?

Heart condition: |

Heart Condition / Murmur

Restrictions:
Hospitalizations / Operations Date(s) / Reason(s): ‘
Serious Illnesses / Injuries List / Explain:
Other medical 1 ist / Explain:
Wears glasses / contacts Other concerns/information for health office: (may continue on reverse side)
Hearing Loss
Medications currently Takes at
taking: Takes at Home School Takes at Home & School Notes:

Do you have health insurance for your student? (check one) |:| Yes |:|N0
Insurance Company:

Has your student been out of the country for a period of 30 days or longer within the past year?[_]Yes[_|No

CONFIDENTIAL RELEASE OF INFORMATION

Student’s Physician: (name / location):

Student’s Dentist: (name / location):

Student’s Eye Doctor: | (name / location):

| give specific permission to the school nurse and dental hygienist to conduct health screening and to share as
deemed appropriate with school staff and staff from Black Hawk County’s I-Smile Program. This information
sharing would be deemed appropriate if it directly affects my student’s learning, well-being, and/or safety at school
(this may include referrals for health services as needed). | give permission to the school nurse and/or dental
hygienist to exchange information with the above listed health professionals for the purpose of referral, diagnosis,
and/or treatment.

O

O

Date:

Parent / Guardian Signature:

rev. 01/2019


69600
Typewritten Text


	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Dropdown10: [ ]
	Text11: 
	Check Box12: Off
	Check Box13: Off
	Text14: 
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Check Box71: Off
	Check Box72: Off
	Dropdown73: [ ]
	Dropdown74: [ ]
	Dropdown75: [ ]
	Dropdown76: [ ]
	Dropdown77: [ ]
	Dropdown78: [ ]
	Dropdown79: [ ]
	Dropdown80: [ ]
	Dropdown81: [ ]
	Dropdown82: [ ]
	Dropdown83: [ ]
	Dropdown84: [ ]
	Dropdown85: [ ]
	Dropdown86: [ ]
	Dropdown87: [ ]
	Text89: 
	Check Box90: Off
	Check Box91: Off
	Text92: 
	Text93: 
	Text94: 
	Check Box95: Yes
	Check Box96: Yes
	Text2: rev. 01/2019


