Revised form 8/8/2011

USD 380 Annual Student Health History Update
Student’s Name





Date of Birth



Grade
An annual updated health history is valuable tool that provides current information about the health needs of your student for this school year.  This information will be kept in your child’s confidential school health record.

Does your child currently have or have past history that is pertinent:  (circle response)

Asthma/Breathing difficulties

YES

NO

COMMENTS:

  *If yes, do they use an inhaler?

YES

NO

COMMENTS:

Attention Deficit Disorder 

YES

NO

COMMENTS:

  *If yes, do they take medications

YES

NO

COMMENTS:

Diabetes/Hyperglycemia


YES

NO

COMMENTS:

Depression/Mental health concerns

YES

NO

COMMENTS:

Heart Condition



YES

NO

COMMENTS:

Seizure/Neurological Problems

YES

NO

COMMENTS:

Special Diet or food allergies

YES

NO

COMMENTS:

HEALTH PROBLEMS:

Does your child have any other current or past chronic health problems not listed?
YES
NO


*If yes, please list.
ALLERGIES:


Does your child have any allergies to medications, foods, insect stings, latex or other items?
YES
NO


If yes, please list what the allergy is to and how it is treated.
MEDICATIONS:
     

Does your child take any medications regularly (prescription OR over the counter)?
YES
NO

   

If your child needs to take ANY medication at school, there is a specific permission form that needs to be completed.  Please obtain this form from the school office or the school nurse.  It is against school policy for students to have in their possession any medication (with exception of asthma/diabetic/special needs medications that require consent for self-administration of medication form to be on file).  USD 380 assumes no responsibility for students who do not follow this policy.

  *If yes, please list.  Medication name

Dosage/Amount


Time Given

Screenings—Height, Weight, Oral, Vision and Hearing screens are conducted in certain grades and other students as deemed necessary each year.

YES
NO
I give my permission to the school nurse to conduct these screenings. *If no, it is the responsibility of the parent/guardian to obtain these screenings elsewhere for your child and provide the school with a copy of the results for the child’s health file.
YES
NO
I give my permission to the school authorities present during any emergency or accident involving this student to obtain the services of a physician and/or to transport the student to the nearest hospital (or if possible, the noted hospital of choice listed on this form). I also give permission to the physician/hospital to treat the student in my absence.
YES
NO
Health files are kept confidential; however I understand and give my permission for the school nurse/administration to determine when appropriate portions of your child’s health file may be shared with other school district staff members that are providing a service to your child. 
YES
NO
I give consent for the immunization information in my child’s health file to be released to the Kansas Immunization Program and other health facilities as needed for the purpose of assessment and reporting. There are a number of diseases that are required by law to be reported.
– OVER – 

CONSENT FOR MEDICAL TREATMENT

(We) (I), the parent(s) and legal guardian(s) of the previously named student consent to and authorize, for the 2011-12 school year, any representative of USD 380 to determine need for medical treatment by any physician and dentist licensed in accordance with the provisions of the Kansas Healing Arts Act, Kansas Statutes Annotated 65-2801 and any hospital, as a result of injury or illness of an emergency nature while engaging in an activity sponsored by USD 380. We also give permission for him/her to be treated with basic first-aid including over-the-counter medications, while excluding all prescription medications. The previously named student is allergic to _____________________________.

(We) (I) agree to pay and assume all responsibility for all medical hospital expenses and any services of an emergency nature, and charges for (my) (our) dependent(s), and that the school is not responsible for any medical hospital expenses and charges that are incurred in the medical treatment or hospitalization of (my) (our) dependent(s). A photocopy of this document shall have the same force and effect as the original.

To enable USD 380 to give better service in case of an injury, we would appreciate your cooperation in providing us with the following information:

Family Doctor:




Hospital of choice:

Medical Insurance Co.:



Policy #:
Do you have a medical card?
YES____  NO____

IN CASE OF EMERGENCY CONTACT:

Name:







Relationship to student:
Address:
Home#:



Work#:



Cell#:
During the school year you may be contacted by the school nurse to discuss your child’s health or health plan needs. By signing below, I affirm that the information given on this registration form is correct to the best of my knowledge and that the school will be notified of any new or changes in your child’s health conditions or medications. 

Permission is hereby given for any emergency treatment, deemed necessary by medical professionals, in case of accident or illness in activities sponsored by USD 380. 
Parent/Guardian Signature








Date
