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Student Health Information

School Year: ___________
Student Name: ____________________________​​​​____________Grade (entering this fall): ___________ 
Date of Birth: ____________________ 
Sex: Male______ Female ______
MEDICAL
Does your student have a doctor or nurse practitioner? Yes______ No______

Name of doctor or nurse practitioner: ______________________________________________________
Name of Clinic: ______​​__________________________ Phone Number: __________________________
MEDICAL HISTORY
*Have you ever been told by a physician or healthcare professional that your student has:
____Asthma
 

____Seizure disorder


____Bleeding disorder
____Diabetes


____Bone/Muscle disease

____ADD/ADHD

____Learning disability

____Skin condition


____Emotional needs/concerns
____Heart condition

____Mental health condition (i.e., depression, anxiety, eating disorder)
____Other___________________________________________________________________________
____None
Please explain item(s) checked:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
MEDICATIONS
Does your student take any prescription or non-prescription medication(s)? *YES_____ NO______ 

If YES, please list below:

Medication Name


Purpose

Dosage
     

How often 
_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________
Will the medication(s) need to be given at school? *YES______ NO_______

EMERGENCIES:

Does your student have a health problem which could result in an emergency? *Yes______ No______
If yes, describe: ________________________________________________________________________

If case of emergency if parent/guardian cannot be reached, who should be notified?

Name: _______________________________________________________________________________

Home: ____________________ Cell: ____________________ Work: ____________________
ALLERGIES
None: ______ Environmental: ______ Food: ______ Medication: _____
Prescription/non-prescription medication or Epi-pen prescribed for allergy:  *YES_____ NO_____ 

If Yes, please list: _______________________________________________________________________
For food allergy:  Do you plan for your child to receive school prepared meals? *YES_____ NO_____
* ADDITIONAL PAPERWORK MAY BE NEEDED IF A *STARRED* ITEM   
  WAS CHECKED OR IF YOUR CHILD HAS A HEALTH CARE NEED.  PLEASE COMMUNICATE WITH SCHOOL HEALTH SERVICES SO WE CAN BEST MEET YOUR STUDENT’S HEALTH & SAFETY NEEDS. 
HEARING
Do you have concerns about your child’s hearing? YES_____ NO_____ 
If yes, please describe concern: ___________________________________________________________
If your child has a history of ear/hearing problems, please indicate below.








Right

Left




___Frequent ear infections

___

___

         
        

___Hearing loss


 
___

___




___Wears hearing aid


___

___

 


___Has ear tubes


___

___   



Date tubes inserted: ___________________________

VISION
Do you have concerns about your child’s vision? YES_____ NO______ 
If yes, please describe concern: _____________________________________________________________________________________
If you child wears contacts/glasses, how often: 
Full time______ For classroom only _______ For reading only _______
IMMUNIZATIONS

MN State Law requires students enrolled in school to be immunized against certain diseases or file a legal medical or conscientious exemption.  (MN Statute sec. 121A.15 subd. 1).
If you are new to the district, have not yet provided immunization record(s), or have updated immunizations, please provide a copy of your student’s immunization record to the school.  

Parent/Guardian Name: _________________________________________________​​​​________________
Parent/Guardian Signature_____________________________________________________Date____________________
The school district intends to use the requested information to provide for your child’s health and safety needs while at school. You may refuse to supply the requested personal information.  If this form is not completed it may result in an incomplete health and safety plan for your child.  The information you provide will be shared only with staff in the school district whose jobs require access to this information to ensure your child’s safety and school success.
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Please complete both sides of this form


