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	N2 Medical Health Information Update 2025-2026


Student Name:_______________________________________________  Date of Birth:__________
Have there been any changes in your child’s health in the last year?  Please note any surgeries or hospitalizations.________________________________________________________________
________________________________________________________________________________
Allergy: Any new allergies to food, medication or environment?  Please note the reaction that your child had._________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________
Asthma:__________________________________________________________________________
_________________________________________________________________________________
Cardiac Concerns:_________________________________________________________________
_________________________________________________________________________________
Diabetes:_________________________________________________________________________
_________________________________________________________________________________
Gastric: (GERD, difficulties with constipation or loose stools, Miralax)_______________________	
_________________________________________________________________________________Feeding issues: (Swallowing difficulties, coughing or choking when eating, Feeding tube -GT, Nissen Fundoplication)______________________________________________________________
_________________________________________________________________________________Seizure: (Type, duration, medication changes) ___________________________________________
__________________________________________________________________________________________________________________________________________________________________Shunt: (Type, infections, surgery)_____________________________________________________
_________________________________________________________________________________
Hospitalizations or surgery:_________________________________________________________
__________________________________________________________________________________________________________________________________________________________________
Vision or Hearing:_________________________________________________________________
_________________________________________________________________________________
Dental: (Cavities, braces, date of recent dentist appt)______________________________________
_________________________________________________________________________________
Scoliosis: ________________________________________________________________________     Adaptive Equipment: (Wheelchair, stroller, Gait trainer, walker, stander, MAFOs):_____________
_________________________________________________________________________________
Comments:_______________________________________________________________________
_________________________________________________________________________________
Parent/guardian signature:__________________________________________  Date:__________
Received ________  Scan to Realtime_______
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Aaking a difference in the lives of our students
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