ANNUAL HEALTH HISTORY
Please complete Annual Health History for each child attending this school. Return completed form to school nurse as soon as possible.
School Year: ___________ Grade: ____________ Teacher: _______________________________   Birth Date: __________________         M or F
Student Name: ___________________________________________________________   Rides Bus: _______ Walks: ______ Brought by Car: _____
Address: ___________________________________________________ Home Phone: ______________________ Cell: _______________________
Name of Parent or Guardian (with whom Student resides with):
Name: ______________________________________________________ Relationship: _________________________ Home Phone: __________________________
Cell Phone: ________________________ Work Phone: _____________________ E-Mail: ______________________________________________________________
Name: _______________________________________________________Relationship: _________________________ Home Phone: _________________________
Cell Phone: ________________________ Work Phone: _____________________ E-Mail: ______________________________________________________________
Emergency Contacts (other than Parent/Guardian listed above) Local Contacts ONLY:
Name: _______________________________________ Relationship: _____________________ Phone #: __________________________________________________
Name: _______________________________________ Relationship: _____________________ Phone #: __________________________________________________
Allergic to (foods, insects, medicines, etc.):                                                             Type of Reaction (rash, difficulty breathing, etc.):      
__________________________________________________________                             _______________________________________________________________   Epi-Pen Required  Yes  No
Current Medical Diagnosis or Disability-- Please circle if your child has ever been diagnosed with: 
ADD/ADHD	Asthma:  Inhaler  Y  N		Cancer/Leukemia		Cardiac		Cystic Fibrosis		Cerebral Palsy
Diabetes		Genetic Issues	High Blood Pressure		Migraine		Muscular Dystrophy		Neurological
Seizures:  Rescue Med  Y  N	Urological		Hearing Problems		Psychiatric Issues		Glasses        Contacts	
Other: _______________________________________________________________________________________________________________________________________
	Medication
	Dosage
	Times Given
	Reason for Medication

	
	
	
	

	
	
	
	

	
	
	
	


Is there anything else we need to know about your child?    Yes or No   (If yes, please explain on backside of this form)
Health Insurance Information:	       Insured	             Medicaid-   Medicaid Number______________	         No Insurance 
Policy Holder Name: ___________________________ Policy Holder Relation to Child: _________________ Policy Holder Date of Birth: ________
Insurance Company Name: _________________________________ Group #:_____________________ Payer ID or EDI#:_____________________
Policy Holder Member ID #:___________________________________________ Client Member ID # (if different) ___________________________

Student’s Physician Name: ____________________________________________________                 Phone Number: _________________________
First District Health Units notice of privacy practice is available on line or by request. I give permission for my child to be seen by the school nurse and give permission for the school nurse and or school administrator to communicate with the above named physician and release information to the appropriate school personnel regarding my child’s medical condition.
Parent/Guardian Signature: ____________________________________________________________Date: ___________________                                                                                                                                                                                                              
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Is the child up to date on his/her immunizations? 	Yes		No	            Exempt_____________________ 
	Date/Time
	Nursing Intervention
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