SACRED HEART SCHOOL
HEALTH HISTORY INFORMATION

Student Name Grade L : Date

At the beglnnmg of the school year we w1ll be domg the followmg I-Iealth Screenmgs ‘Hearing, Vision, Blood
Pressure, Helght and Weight, and Dental. Is your child allowed to part1c1pate in these Health Screenings?
YES NO L

* Does your child have, or has your child had any of _the following conditions? Check all thet apply.

O Vision Pfoblems

JADD/ADHD O Diabetes OFrequent
: R e - Sore Throat. - Glasses / Contacts
0 Allergic to- glEating Dliwierl [1 Frequent I
: - ease explain below L. ys1C imitations
Bee Sting/Wasp ; Stomach pam Please explain below .
1 Food Allergy - o ] X NN
List below 0O Epilepsy U Hearing [1 Scoliosis
' Problems _' v
, _ . O Sinus Problems
to
ﬁﬁiﬁgn Anid 0 Eczema or Psoriasis U Hearmg Ald
List below ‘ Whlch ear? L/ R .
v . » U Freq}‘ent . DHeart Dlsease/defect v 0 Other _
0 Allergy - Headaches Please explain below
Seasonal (Not migraines) B
1 Allergy-Other ’ 0 Immune Deficiency
List below O Migraines Disorder
0 Asthma [J Nose Bleeds

Doctor Diagnosed

Please explain anything cheeked from above:

(J Muscular Dystrophy

Does your child te_ke daily’medieeﬁenv athome? ONo CiYes, Please list dose and reason: *

Is medication to be taken at school? [ONo OYes, Please list dose and reaeon:

Does Chlld take medication for emergency/seasona! use only? DNo DYes Please v

list:

Medication glven at school requires parehts to fill out and Sign a
“Medlcatlon Administration Sheet” on each medication. These forms

are avaulab!e in the Health Offlce

‘Health Form: Health Informatlon Sheet (Rev March 13)




