To:  Parents or Guardians

From: School Nurse

Re:  Health Records

Medications, chronic health problems, limitations of activity, or any other factor may affect your child’s school performance.  In order to protect your child, the school needs to know about existing health conditions.  We welcome any information you can provide.

Student’s Name ________________________________  Grade_____________

Home Phone______________________________________________________

What (if any) operations, serious accidents, or serious illnesses has he/she had within the last year?

______________________________________________________________________________________

Is your child on medications?   Yes____________  No_______________

If yes, please explain______________________________________________

Will it be necessary for your child to take medication at school? __________________________________

Any special health conditions or concerns of which the school should be aware?

_____________________________________________________________________________________

_____________________________________________________________________________________

Immunizations:  Please indicate only the DATES of THOSE IMMUNIZATIONS which your child RECEIVED THIS PAST YEAR. PREVIOUS OR PAST YEARS need NOT be indicated since they had been recorded on the school health records.

DPT or DT _______________________                     Measles (Rubeola) __________________________

Polio _____________________________                   Rubella ___________________________________

Tuberculin _________________________                  Mumps ___________________________________

Other _____________________________

Signature of Parent or Guardian ____________________________________________________________

