Medical Information Update Form

Student Name:

Optional ~ Update New Information Only

Teacher Name:

School Year:

School:

Entering Grade:

= r\v-;

s'hééégsary to have u current health history.

I-IAS YOU‘R CHH;D EVER HAD,DR DOE§ HE/SHE NOW HAVE: YES;‘ ‘

NO

,D:sémé‘ﬂdﬁ

Allergles -

Food .

Medication

Bee sting

Other

_Injuries — Concussion — Head lnjury

Frequent or Excessive Nose Bleeds

Hospitalizations - Operations

Orthopedlc = Bone or Joint/ Problems

Asthma

Diabetes_
 Sickle Celi Anemia

Anemia

Hearlng Loss Use of Hearlng Alds

vislon Loss Wears Contacts/Glasses )

Speech Condition . :
Dlzzmess, Faintlng, Severe or Frequent Headaehes

elzures]Convulsious/Epllepsy

Heart Conditions

Contact with Tubefculesis/A Positive Tuberculm Skin Test

Severe Abdominal Pain ~Ulcer

Excessive ‘Ear Infections 4.

i Excessive Colds

Frequent or Painful Uﬂnatiun

Intestrnal Condltlon
Family History of Scoliosis

‘Excessive Worry; Anxie,ty:, or Depression

PLEASE LIST ANY MEDICATION(S)

YOUR CHILD TAKES REGULARLY:

ANY OTHER INFORMATION THAT MIGHT BE HELPFUL FOR US TO KNOW ABOUT YOUR CHILD, OR CIRCUMSTANCES AT
HOME, THAT COULD AFFECT HIM/HER AT SCHOOL?

Parent:

Date:




