
Alta-Aurelia Community School
Health Form

Student Name:______________________________________
Birth Date:_______________________

Address:__________________________________________________________________________

Parent/Guardian:____________________________________ Phone #:_______________________

Doctor:____________________ Dentist:______________________

I hereby authorize the School Nurse, Principal or Secretary to call the Physician, or Dentist, named above
or 911 if an emergency arises and I cannot be reached immediately. I will keep the school informed of
current phone numbers so I am able to be reached.

Parent/Guardian Signature:_____________________________________Date:______________

1. Has your child has had any serious illness, injury or surgery in the past please state and give
dates:_________________________________________________________

2. Has your child been diagnosed with attention deficit hyperactivity disorder (ADHD) by a
physician? YES / NO

3. Has your child been diagnosed with a seizure disorder? YES / NO
4. Does your child have any allergies to medications, foods, insects, etc…? YES / NO No.

If YES please describe:________________________________________
Does your child have an EPI Pen from home? YES / NO

5. Does your child have asthma? YES / NO
If YES will he/she need an inhaler at school? YES / NO

6. Will your child be taking medication during the school day? YES / NO
If YES please fill out the Medication at School form and return it to School Nurse

7. Does your child have any special health needs that the School should be aware of? YES / NO
8. Do you give permission to share pertinent health information with appropriate staff? YES / NO
9. Does your child wear glasses or contact lenses? YES / NO Date of last eye exam:__________
10. Date of last dental visit? ________
11. Are your child's immunizations up to date with state requirements? YES / NO
12. Any other health concerns we should be aware of? ________________________________

__________________________________________________________________________

PERMISSION FOR OVER THE COUNTER MEDICATION

I give permission for ___________________ to take Acetaminophen (Tylenol) or Ibuprofen if
needed while at school. The amount and type provided will be appropriate for age and weight.

Parent/Guardian Signature:___________________________________Date:______________


