Madison County Schools - Student Health History (Return this page to the school nurse)
Print Child’s Name 





________Date of Birth 

   _______ _ Grade_________________ Homeroom Teacher:_____________________________________________
Print Parent / Guardian Name:___________________________________________________________

School: Brush Creek___ Mars Hill___ Laurel___ Hot Springs___ Middle School___ High School___ Early College___ School Year: ______ Your Child’s Doctor: ____________________________Phone:_________________ 
The following information is needed for the annual NC School Health Services Report and health care planning purposes.  
No personal information will be shared in the NC School Health Services Report.  Please indicate if your student has any of the following conditions: 


	ADD/ADHD
	

	Allergies (severe, life-threatening allergies only)
	 

	Autistic Disorders (ASD) including Asperger's Syndrome, PDD
	 

	Blood disorder's not listed elsewhere (chronic anemia)
	 

	Cancer, including leukemia
	 

	Cardiac condition
	 

	Cerebral Palsy
	 

	Chromosomal conditions including Down's syndrome, Fragile X, trisomy 18
	 

	Chronic Encopresis (fecal incontinence)
	 

	Chronic Infectious diseases (Toxoplasmosis, Cytomegalovirus, Hepatitis B, Hepatitis C, HIV, syphilis)
	 

	Cystic Fibrosis
	 

	Diabetes Type I
	 

	Diabetes Type II
	 

	Eating Disorders including Anorexia, bulimia
	 

	Emotional/behavior or psychiatric disorder not listed elsewhere
	 

	Fetal Alcohol Syndrome
	 

	Gastrointestinal disorders (Crohn's, Celiac disease, IBS, gluten intolerance)
	 

	Hearing Loss
	 

	Hemophilia
	 

	Hydrocephalus
	 

	Hypertension (high blood pressure)
	 

	Hypothyroidism, hyperthyroidism
	 

	Metabolic conditions or endocrine disorders not listed elsewhere
	 

	Migraine Headaches
	 

	Multiple Sclerosis
	 

	Muscular Dystrophy
	 

	Obesity (>95% BMI)
	 

	Orthopedic disability (permanent)
	 

	Other neuromuscular condition not listed elsewhere
	 

	Other neurological condition not listed elsewhere
	 

	Renal / adrenal / kidney condition including Addison's disease
	 

	Rheumatologic conditions including Lupus, Juvenile rheumatoid arthritis
	 

	Seizure disorder including Epilepsy
	 

	Sickle Cell Anemia
	 

	Sickle Cell trait only
	 

	Spina Bifida (myelomeningocele)
	 

	Traumatic Brain Injury ( including concussion)
	 

	Visually impaired (uncorrectable)
	 


Please explain any problems noted on reverse side: 









______________________________________________________________________________________________













_______
Please check any special services this child receives (school or private)
 ___Exceptional Children (EC)  

___Developmental Learning Center  

___Physical Therapy  
___Speech Therapy  


___Occupational Therapy  


___Psychiatrist or psychologist   ___ Group Therapy


___IEP (Individual Education Plan)


___IHP (Individual Health Plan)
___ 504 Accommodations

To ensure that faculty and staff at school are adequately informed and prepared for emergencies at school, Emergency Action Plans will be developed for any child who may have an emergency with the following conditions: 

 Asthma   
1. When was your child’s last asthma episode? 







_______ _     

2. Has your child been hospitalized for asthma? 

 FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes   When was the last hospitalization?

__
3. Does your child take asthma medication? 

 FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes   List _________________________

__
4. Does your child carry a rescue inhaler with him/her? 
 FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes   (Self-carried Medication Form required)
 Diabetes* (*include “pre-diabetes”, “metabolic syndrome”, hypoglycemia or low blood sugar) 

1. Date of diagnosis 




2. Has your child been hospitalized for diabetes*? 
 FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes   When was the last hospitalization?

__
3
Does your child take medication for diabetes*? 
 FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes   List _________________________

__
If you do not wish for the school to coordinate diabetes care, you must sign a “Deferment of Diabetes Care Plan” Form.
Severe (Life Threatening) Allergies (Not seasonal allergies)
1. What is your child’s life threatening allergen  ___Bees   ___Latex  ___Nuts ___Food:_______________ Other___________  
2. Describe allergic reaction:________







_________________
3. Has your child been hospitalized for this allergy? 
 FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes   When was the last hospitalization?

___
4. Does your child have an Epi-pen & know how to use it? 
 FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes (Self-carried Medication Form required)
 Seizures
1. When was your child’s last seizure?  

Please describe





_______

2. How long do the seizures last?_____________  Does your child lose consciousness?   FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes
3. Are you aware of any specific triggers? 
 FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes List _________________________

_________
4.   Does your child take seizure medication?  
 FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes List _________________________

_________
 Other Serious Health Conditions that may require Emergency treatment
Please describe: 



____________________







Medications
***All Medications should be given before or after school whenever possible.***

Does your child currently take any medications (including over-the-counter)?    FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes: Please list below. 
Medication: _________________________ Dose: ________ How often: _____________ ⁮ Home    ⁮ School      ⁮ Both
Medication: _________________________ Dose: ________ How often: _____________ ⁮ Home    ⁮ School      ⁮ Both

Medication: _________________________ Dose: ________ How often: _____________ ⁮ Home    ⁮ School      ⁮ Both
May use separate paper as needed

“I acknowledge that all of the information included here is true to the best of my knowledge. I have read and understand the medication policy and will discuss this with my son or daughter if appropriate. I will inform the school if my child has any changes in their medical condition or develops any new conditions that will impact their success at school.”  
Parent/Guardian Signature______________________________________________________Date_________________________

Phone 1:_________________________________________ Phone 2:___________________________________ 
Phone 3:_________________________________________ Other Contact: ___________________________________
Forms: Health History Middle & High School (green form) 2012

