South Central Schools Unit #401 Health History Information

Student’s Name DOB Grade
Please answerthe following ye s/no questions. Fyou answeryesexplainin area provided.
ADD/ADHD Comments: | Diabetes Comments: | Female/Reproduc tive Comments:
YES Insulin YES Problems YES
Medic ations Pain
NO NO PMS NO
Medic ations
Alergies Dietary needs Heart Poblems
Envionmental | YES YES YES
Food Die tary re stric tions He art Murmur
Insect NO NO NO
Medic ation FO O D AILERG IES High Blood Pre ssure
Asthma Ear Hearing Mental Health Concem
Whe e ze YES Problems YES YES
Cough Tubes Depression
Exe rc ise NO Hearing Aides NO Bipolar NO
Birth Defect Eye problems Se izure ?
Developmental | YES Vision problems | YES What are they like? YES
Delay; Glasses How long do they last?
Neurlogical NO NO NO
Disorder
Bone/Joint Head Injury Bowel/ Urinary
Problems YES Concussion YES Problems? Yes
Skull Fra ¢ ture
NO NO We ts Clo thing ? NO
Blood Disorder Headaches Se rio us illne ss/ Injury?
YES Migraines YES YES
NO Me dic ations NO NO

LIST ALL MEDICATIONS: (if we would ever need an Ambulance, they will need to know all of
student’s medication)

DOCTOR: Phone#:

DENTIST: Phonet#:

I, Parent/Guardian of above named student, give consent to the South Central School District to provide
emergency care to my child in my absence. | understand if an ambulance is medically necessary, | accept
financial responsibly.

| hereby authorize the South Central Schools to disclose my child’s health information to teachers, substitute
teachers, and cafeteria staff at the school or at school events and field trips to the extent necessary for the
protection of my child.

| hereby authorize South Central School’s Nurse or Principal to contact the above listed physicians regarding my
child for the purpose of providing information or treatment medically necessary for my child’s well being.

Parent/Guardian Signature: Date:




