
HEALTH UPDATE 
Parent/Guardian:  Please complete this student health update thoroughly and return it to the school as 

soon as possible.   Your child’s record will be updated every three years from data collected on this form in 

grade 7 and grade 10 and for all new students.  Please contact the Nurse Office when there is additional 

data to add to your child’s health record.  Thank you for your assistance in maintaining an up to date school 

health record for your child. 

Does your son/daughter: 

1. wear glasses or contact lenses?_________ 

If yes, when are they to be worn?__________________________________ 

have any other vision concerns:  If yes, please explain. __________________ 
 

2. have any hearing/ear concerns?  If yes, please explain.__________________ 
 

3. have any chronic health condition or impairment that might effect participation 

in school activities (such as asthma, diabetes, seizures, weakness, etc)?  If yes, 

please describe the condition/limitations and care plan. _________________ 

__________________________________________________________ 
 

4. have any food allergies or dietary restrictions?  If yes please explain.  _____ 

__________________________________________________________ 
 

5. have any other allergies (other than food)?  If yes please explain.__________ 
_________________________________________________________________________________________ 
 

6. take any medication that is to be given at school?  If yes, please state the 

name, amount, time, and reason for the medication. ___________________    

__________________________________________________________ 
 

7.  take any medication at home?  If yes, please state the name, amount, time, and 

reason for the medication.  ______________________________________ 
 

8. experienced any major illnesses, injuries, surgeries, or treatments within the 

past year?  If yes, please explain (include approximate dates.) 

__________________________________________________________ 
 

9. received any immunization(s) in the past year?  If yes, please state the type 

and date of the immunizations(s) and the clinic.________________________ 

 
 

10. have any other health related concerns.? If yes, please explain. ____________ 

___________________________________________________________ 
 

 

Student’s name________________________________________  Grade_________ 
 

Parental release of information:  This information may be released to school personnel on a ‘need to 

know’ basis to provide a safe and healthy learning environment for my child. 
 

Parent/Guardian signature_______________________________  Date__________ 
(more on the back) 



 

COMMONLY USED ITEMS FOR TREATMENT OF FIRST AID CONCERNS. 
(All Doses Determined From Package Labels As Related To Age) 

 

 
 

1. General pain and/or fever:  Acetaminophen (Tylenol) or Ibuprofen (Advil).  Since 

the school has limited stock medicine, Parents are encouraged to provide pain medication 

for their child to be used during school hours.  This medication will be kept in the Nurse’s 

Office unless other authorized arrangements are made. 
 

2. Sore throat:  Salt water gargle and/or throat lozenges.  Parents are encouraged to 

provide cough drops for their child when needed – limited school stock supplies 

are available. 
 

3. Skin rashes such as poison ivy irritation:  CalaGel, Caladryl lotion, topical 

Benadryl. 
 

4. Minor abrasions and cuts:  Soap and water, Triple antibiotic ointment,  Bacitracin 

ointment, Bactine spray, Hydrogen Peroxide. 
 

5. Insect bites:  Rubbing alcohol, Bactine spray, topical Benadryl. 
 

6. Minor burns:  Solarcaine spray, Second Skin, Aloe Gel, Water-Jel. 
 

7. Athletes foot:  Anti fungal powder, cream, or spray (Tinactin) 
 

8. Soaking area of minor infection/inflammation:  Soap and water,  Epsom salts. 
 

9. Eye wash, minor eye irritation:  Commercially prepared eye wash solution, Visine. 
 

10.   Upset stomach:  Antacid (Tums) 

 

11.   Minor allergic reaction:  Benadryl 
 
 

Parent/Guardian 

comments:________________________________________________ 

 

 
 

 

 

 

The above first aid items may be used with my child for treatment of minor 

first aid concerns.  Please note any parental comments made. 

 

Health Insurance ____________________________________________ 

 

 

Parent/Guardian signature________________________________ Date _______________ 

      


