CUMULATIVE HEALTH RECORD
THOMPSON FALLS PUBLIC SCHOOLS

Student’'s Name: Sex Birth date:
Last First Middle

Student's Address: -' Phone:

Father’s Name: _ Phone # (H) W)

Mother's Name: _ Phone # (H) - (W)

Guardian’s Name: ’ _ Phone # (H) (W)

STUDENT’S HEALTH HISTORY

Allergies: Medications

Foods

Other

Asthma Hearing Loss Vision Impairment

4+

Childhood diseases (i.e. Chickenpox, Measles):

Diabetes (date of onset): Epilepsy (date of onset):

Heart Condition

Current Medications

Parent / Guardian signature

Date

FOR USE OF SCHOOL PERSONNEL

" YEAR _

GRADE k,12ETC)

HEIGHT | FALL

SPRING

WEIGHT | FALL

SPRING

DENTAL Sealants For Smiles

VISION CORRECTIVE LENSES

RIGHT EYE

LEFT EYE

BOTH EYES®

COLOR(check once by 7 gr}

HEARING | (P)ass or (F)ail

SCOLIOSIS SCREENING

HEAD LICE SCREENING




