
Blue Valley USD #384
Health History

Last Name:_________________________   First Name:___________________   Grade:________

Family Physician:_______________________     Phone:___________________

Family Dentist:_________________________     Phone:___________________

Is Student under a physician’s care at this time?_________ If so, please explain________________

Does Student have a history or currently dealing with any of the following:
(Please be specific)

___   ___   ADD/ADHD (diagnosed by Physician: Yes__ _No___)
YES   NO Required Medication:__________________________________________________

___   ___   Allergies       If YES check below
YES   NO            Food___________________________________________ (requires a doctor’s note)

Insect bites/stings_______________REQUIRES EPI-PEN?  Yes___   No___
Environmental____________________________________
Animals_________________________________________
Medication_______________________________________

___   ___   Asthma Required Medication:_____________________________________________
YES   NO

___   ___   Bone/Muscle Conditions _______________________________________________________
YES   NO                               (include fractures and scoliosis)

___   ___   Chicken Pox    Disease date:________________    Vaccination Dates___________________
YES   NO

___   ___   Chronic Ear or Throat  Infections ______________________________________________
YES   NO

___   ___   Diabetes   Initial diagnosis date:________     Required Medication:_________________
YES   NO

___   ___   Emotional Problems  Required Medication:_____________________________________
YES   NO

___   ___   Fainting    Has Student ever experienced a sudden loss of consciousness?   Yes___    No___
YES   NO          If YES, please explain______________________________________________________

___   ___   Frequent Headaches ___ Migraines ___  Required Medication:_______________________
YES   NO

___   ___   Head injuries or Major Accidents of any kind
YES   NO            If YES, please explain_____________________________________________________



___   ___   Heart, Blood disease or High Blood Pressure
YES   NO             Has anyone in your family ever died suddenly of unknown causes or experience a
                              sudden cardiac death?  Yes___    No___

Please xplain____________________________________________________________

___   ___   Hearing Loss   Degree of Impairment___________________   Uses hearing aide_________
YES   NO

___   ___   Physical Handicap   Please explain______________________________________________
YES   NO

___   ___   Seizure disorders  Date of last seizure________ Frequency___________________________
YES   NO Required Medication:_____________________________________________________

___   ___   Severe Menstrual Cramps  Required Medication:___________________________________
YES   NO

___   ___   Urinary/Bowel Condition   Please explain__________________________________________
YES   NO

___   ___   Vision   Glasses____    Contacts____   Full-time____   Part-time_____   Eye Surgery_____
YES   NO              Please explain________________________________________________________

Please add any medical conditions or concerns not previously mentioned:________________________

______________________________________________________________________________________

______________________________________________________________________________________

___   ___   I hereby give permission for my child to participate in school-provided
YES   NO Vision and Hearing and Dental Screenings.

___   ___   I hereby give my consent for my child to receive medical care during school and/or school
YES   NO              related activities for any urgent, non-emergency problem.

___   ___   I understand this information may be shared with other school personnel on a need-to-
YES   NO              know in order to help provide a safe learning environment for my child.

________________________________      _______________________     ________________
Signature                                                               Relationship                                 Date


