
South Central Schools Unit #401          Health History Information 
 

Student’s Name _______________________DOB____________ Grade__________  
 

Ple a se  a nswe r the  fo llo wing  ye s/ no  q ue stio ns. If yo u a nswe r ye s e xpla in in a re a  p ro vide d . 
ADD/ ADHD 

 

Me d ic a tio ns 

    

YES 

 

NO 

Co mme nts: Dia b e te s 

   Insulin 

 

YES 

 

 NO  

Co mme nts: Fe ma le / Re pro d uc tive  

Pro b le ms 

     Pa in 

     PMS 

     Me dic a tio ns 

 

YES 

 

NO 

Co mme nts: 

Alle rg ie s 

     Enviro nme nta l 

     Fo o d  

     Inse c t 

     Me dic a tio n 

 

YES 

 

NO 

 

 Die tary ne e d s 

 

Die tary re stric tio ns 

 

FO O D A LLERG IES 

 

YES 

 

 NO  

 He a rt Pro b le ms 

 

He a rt Murmur 

 

Hig h Blo o d  Pre ssure  

 

YES 

 

NO 

 

Asthma  

  Whe e ze  

  Co ug h 

  Exe rc ise  

YES 

 

NO 

 Ea r/  He a ring  

Pro b le ms 

Tub e s 

He aring  Aid e s 

 

YES 

 

NO 

 Me nta l He a lth Co nc e rn 

 

De pre ssio n  

Bipo lar 

 

YES 

 

NO 

 

Birth De fe c t 

   De ve lo pme nta l 

   De la y; 

   Ne uro lo g ic a l  

   Diso rd e r 

YES 

 

NO 

 Eye  pro b le ms 

    Visio n pro b le ms 

    G la sse s 

 

YES 

 

NO 

 Se izure ?  

Wha t are  the y like ?  

Ho w lo ng  d o  the y last?  

 

 

YES 

 

NO 

 

Bo ne / Jo int 

   Pro b le ms YES 

 

NO 

 He ad  Injury 

     Co nc ussio n 

     Skull Fra c ture  

 

YES 

 

NO 

 

 Bo we l/  Urina ry  

Pro b le ms?  

 

We ts Clo thing ?  

 

Ye s 

 

NO 

 

Blo o d  Diso rd e r  

YES 

 

NO 

 He ad a c he s 

Mig ra ine s 

 

Me d ic atio ns 

 

 

YES 

 

NO 

 Se rio us illne ss/  Injury?   

YES 

 

NO 

 

 

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

 

DOCTOR:_________________________                                                 Phone#:__________________________  
 
DENTIST:__________________________________________________Phone#: ________________________ 
 

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. I understand if an ambulance is medically necessary, I accept 
financial responsibly. 
 
I 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. 
 
I 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:_________________ 


