
 

STUDENT HEALTH INFORMATION- SCHOOL YEAR   

 
Student’s  Name________________________School__________________Teacher________________Gr._______ 

 

Birthdate______________Parents/Guardian’sName:_____________________________Phone_________________ 

 

Emergency Contact___________________________________________Phone#____________________________ 

 

Family Doctor’s Name__________________________Address________________________Phone_____________ 

Does the student wear glasses or contacts? _______________________ Have hearing aids? ___________________ 

Does your child have any of the following? Yes ______ (Check in box and complete all that apply.) No ______ 

(If answered no, go to bottom of page, sign, date, and return to your child’s school.) 

 
List medications student takes regularly at home____________________________________________________ 

Is it necessary that any medications be taken at school? ____If so, what?_________________________________ 

___________________________________________________________________________________________ 

If medications must be taken during school hours, a medication authorization form (available at school) must be 

completed by the parent AND the physician each school year.    

If this student’s health conditions or medication(s) change during the school year or if you have questions or 

comments please contact your child’s school.   

I understand this information will be kept at school, and a copy will be given to the School Nurse.  Other school 

personnel will be given this information on a need to know basis.  I authorize the School Nurse to talk with the 

physician should a question come up regarding this student’s health information.   

 

Parent/Guardian Signature: ___________________________________Date:__________________________ 



 

 

 

 

 


