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HEALTH INFORMATION
Date _____________154

Name _________________________________________________	_____ Birthdate                                    M___  F___      Grade   	
	Last                                First                 	Middle
Parent’s		                                
Name     _____________________________________________________________________   Home#  _____________________
Father Cell# ___________________________________               Mother Cell# _____________________________________
Parent’s _________________________________________________ ___________________________________________________  Work	         Father                      	              Phone                                                                Mother	       Phone                                                 

Health 		     None___  Private Ins ______________________________________ MoHealth___________________________________
Insurance	Name  /  ID#  	ID #

Doctor ____	_____________________________________________Dentist _____________________________________________
	 Name   	                                                    Phone                                                                   Name	                                                           Phone                   

DOES YOUR CHILD HAVE:
ADD / ADHD / ODD / OCD  (Circle)       Yes ___   No ___    Other diagnosis ___________________________________________
Allergies Yes  ___ No ___ If yes, please list:_______________________________________________________________________
Has allergy required emergency action in the past?__________________________________________________________________
Asthma Yes ____   No ____ Triggered by: _________________________________________________________________________                       
Treatment :  Inhaler________________________     Nebulizer Treatment ___________________	
Diabetes Yes            No         Takes insulin Yes           No          Date diagnosed  				
Epilepsy/Seizures  Yes           No              Type of Seizure:  		 		
Date of last seizure 	                   Medication 				
Heart condition  Yes ___ No ___ Describe ________________________________________________________________________                                 Any physical restrictions 					
Medication 					
Bone/Joint problem  Yes ___ No___ Describe _____________________________________________________________________ Any physical restrictions? 					                 Takes daily medication at home   Yes ____ No ____                       At School   Yes ____   No ____
Name of medication and reason for taking 					
List any serious illness, injuries, or surgeries during the past year, or other health concerns  ______________________________												
The recommended dosage of the following medications may be given to my child for minor illness if needed:
Acetaminophen (i.e., Tylenol)   Yes ___   No ___   Ibuprofen (i.e., Motrin)   Yes ___ No ___ Cough Drops  Yes ___   No ____ Multi-Symptom Cough/Cold Syrup  Yes ___  No ___   Cough Syrup  Yes ____  No ____
Antacid (i.e. Tums)  Yes ___   No ___  Benadryl/Antihistamine   Yes ____   No ____    Other _____________________
In an emergency situation the hospital of choice is _________________________________________________________

I hereby authorize the school to take action necessary to maintain my child’s health (in my absence) including consenting to any emergency, medical or other treatment.

Parent/Guardian Signature 					
													Revised 04/06/17
