COHASSET HIGH SCHOOL CONFIDENTIAL HEALTH FORM 2021-2022
Student Name: _____________________________ Date of Birth: _______________Grade: ______
1. Has your child been diagnosed with a chronic illness? No____ Yes ____
If yes, please explain ____________________________________________________________
2. Has your child had any major hospitalizations, operations or injuries in the past year? No____ Yes____
If yes, please explain ____________________________________________________________
3. Does your child have any problems with vision or hearing? No____ Yes____Please list______________________
4. Does your child have any medication allergies? No____ Yes____ Please list ______________________________
5. Does your child have any other allergies? No____ Yes____ Please list___________________________________
6. Does your child require epinephrine to treat anaphylaxis (an extreme allergic reaction)
    No ___ Yes ____ If yes, please fill out a FARE form available at https://www.foodallergy.org/resources/food-allergy- anaphylaxis-emergency-care-plan, and send it in with a current epinephrine auto-injector

If applicable, please list any medications that your child is currently taking at home and the reason the medication has been prescribed. If it is necessary to administer the medication during the school day, please contact the school nurse   
		Medication					Indication                                                                                                                   
1. ____________________________                        ______________________________
2. ____________________________                        ______________________________
3. ____________________________                        ______________________________

PERMISSON TO ADMINISTER OVER-THE COUNTER MEDICATION IN SCHOOL
Please   CIRCLE    the medications you give the nurse permission to administer to your child in school if indicated. A parent/guardian signature is required. The appropriate dose will be given. 
	Acetaminophen (Tylenol) every 4 hours as needed
	Calamine product

	Ibuprofen (Motrin) every 6 hours as needed
	Vaseline

	Diphenhydramine HCL (Benadryl) every 6 hours as needed (allergic reaction)
	Calcium Carbonate (TUMS) as indicated to students 12 and older


	Antibiotic Ointment
	Cough drops



Massachusetts State Mandated School Screenings
	Department of Public Health Requirements
	Please check if you wish to Opt-out of any screening (if applicable)

	Postural screening annually on students in grades 5 – 9. This requires students to remove their shirt so that the spine can be evaluated. Female students are asked to wear a sports bra or tank top. Student’s privacy will be respected. 
	

	Vision screening annually K through Grade 5, Grade 7, and Grade 10
	

	Hearing screening annually K through Grade 3, Grade 7, and Grade 10
	

	Accurate measurement of height and weight and the calculation of BMI for students in grades 1, 4, 7, and 10
	


I give my permission to the school nurse to share pertinent medical information on my child’s health condition with the appropriate school personnel and town emergency medical personnel, in order to better assure my child’s health and safety needs.
Parent/Guardian Signature: _________________________________________________ Date: _____________
Print Parent/Guardian Name: ________________________________________________
Please complete this form and return to the high school nurse’s office. 
If you have not yet done so, please also send a copy of your student’s most recent physical exam to the nurse’s office.
             Cohasset High School Nurse’s Office, 143 Pond Street, Cohasset MA 02025 Phone: (781) 383-0853 Fax: (781) 236-1012
