Onslow County Schools Student Health Information Form

Student Name: ______________________________________________________Date of Birth: __________________ Grade: _______ 

School: _____________________________________________________ _______Homeroom Teacher: __________________________ 

Emergency Contact Information: Please provide the following information regarding people who the school can call if your child is sick or injured at school. Additional persons and phone numbers can be listed on a separate page (include child’s name). If the information changes, please inform the school office to update the record. 

Parent/Guardian Name: ____________________________________________________ Daytime Phone: ____________________________________ 

Parent/Guardian Name: ____________________________________________________ Daytime Phone: ____________________________________ 

Emergency Contact: _______________________________________________________ Daytime Phone: ____________________________________ 

Emergency Contact: _______________________________________________________ Daytime Phone: ____________________________________
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I give the principal, school nurse, or designated person permission to seek medical care for my child in an emergency. I realize that the school will make every effort to contact me, but I agree that EMS may be called, and my child may be transported to Onslow Memorial Hospital/Camp Lejeune Naval Hospital for emergency medical treatment. To make sure my child’s special health needs are met, I understand my child’s medical information will be shared confidentially with necessary staff members.
 Parent Signature: __________________________________________________________ Date: ______________________
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O My child has no known health conditions.
Please check any condition listed below that affects your child:

T ADD/ADHD O Diabetes secBelon) O Hemophilia/Bleeding Disorder
O Allergies, Severe (sceBeiow) O Down Syndrome O Mental Health (sce selow)
O Alergies, Seasonal O Epilepsy/Seizures (see seiow) O Migraine Headaches
O Asthma (seeseiow O Feeding/SwallowingIssues O Neuromuscular Disease
o Autism O Vision Impaired O Orthopedic Disability
O Cancer/Leukemia O HearingImpaired O RenalKidney Disease
(Date Diagrosed: ) O Head Injury/Concussion O Juvenile Rheumatoid Arthritis
O Cerebral Palsy (Date Diagnosed: ) O Sickle Cell Anemia
O Crohn's Disease/IBS 2 HeartConditions O Ulcers/Gastric Reflux
O CysticFibrosis (ype: )

For the following conditions, please provide additional information:
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Alergicto: T Peanuts O TreeNuts O Milk T Eggs O Insects T Other:

Severe | Ismedication needed atschoolfor allergies? T Yes 0 No _Medication Name:

Allergies [ Wnatis the type of allergic reaction thatoccurs? U Hives 0 Swelling 0 Dificulty Breathing T Other:
Medication location: T Classroom T HealthOffice O StudentSelr-Carry *Requires healthcare provider order
s medication needed at school for asthma? 0 Yes O No  Medication Name:

Asthma | Me9icationtocation: T Classioom T Health Offics Student Self-Carry *Requires healthcare provider order
Triggers: O Envionmental T Seasonal  C Exerciseinduced O Upper Respiratory Infection T Other

Typel T Typell Diagnosis Date: TFrewly diagnosed, please contact school nurse.

Diabetes oty O pump O imjsctions | GGM(:e Dowom)? T ves T No  Type:
Type: T FebrieOnly T Conwuisive T Non-Convulsive | Date of Last Seizure:

Epilepsy/ g omergancy medication needed at school? TYes  No MedicationName:

Selaures | fication ocation: T Classroom T Fealth Office
Type: T Anxiety T Depression T Other:

:::::an‘ Is medication needed at school? O Yes O No  Medication Name:

Medication location: T Classroom T Health Office





