MILLVILLE PUBLIC SCHOOLS
[bookmark: _GoBack]                                                                                 STUDENT HEALTH HISTORY                                                                    
	

STUDENT NAME: ________________________________________,        ______________________________________                               
	                    Last	                                                                                       First                                                                         

Nickname:  ___________________________________  Gender:  F / M   Birthdate: ____/____/____  Grade:  _________
	                                                                                                                       (circle one)    	 
Language spoken in Home:  ________________________________  Name of Interpreter:  ___________________________

Does your child wear glasses?   Yes    No     Contacts?   Yes    No     Orthodontic appliance?   Yes    No     
Does your child currently receive:  Speech Therapy  Yes  No  Physical Therapy  Yes  No Occupational Therapy Yes   No  


Doctor Name:_______________________________________________  Phone:___________________________________
Dentist Name: ______________________________________________   Phone:___________________________________	 
Does your child have an allergy to any foods, medications, insects, latex or other substances?    Yes    No
	If Yes, please list in detail: ___________________________________________________________________________

	Please circle if allergy is   severe   moderate   mild   List symptoms: _________________________________________

	What medication(s) or treatment is used to treat the allergy? ________________________________________________

	Has your child ever had a severe “anaphylactic” reaction requiring emergency care (list date)?  ____________________


Please check all that apply to your child:
       Allergies – seasonal                                Dyslexia/Learning disorder           Muscular/Orthopedic Disorder
       ADD/ADHD                                           Eating disorder                              Pervasive Developmental Disorder
       Asthma                                                    Epilepsy/Seizure Disorder             Psychiatric/Psychological Disorder                                                          
       Chicken Pox- Date:  ___________         Heart Condition                             Serious Accident
       Cystic Fibrosis                                        Hearing Problems                          Surgery
       Diabetes                                                  Kidney Disorder                             Vision Problems
       Down Syndrome                                     Migraine Headache                        Other:  _____________________________

If yes to any of the above, describe and indicate any restrictions:
_______________________________________________________________________________________________________
______________________________________________________________________________________________________

If your child is on medication, please list medication, dosage, frequency and reason for medication: 

 ____________________________________________________________________________________________________
____________________________________________________________________________________________________


Please note any health concerns of which the school nurse needs to be aware:  __________________________________
_____________________________________________________________________________________________________
__________________________________________________________________________________________________________________

Other information to be shared with the School Nurse:  ___________________________________________________________________
__________________________________________________________________________________________________________________


The above information may be shared verbally and/or in writing with school personnel directly involved with my child on a “need to know” basis 
as determined by the school nurse.  In the event that I do not want specific health information to be shared, I will provide this request in writing to 
the school nurse.



For Preschool Only (3yr &4yr old students)
     Yes    No   I give permission for my child to receive acetaminophen as ordered by the school physician and administered by the 
                               School Nurse for fever above 101 degrees if the parent/guardian cannot be reached.



Signature of Parent or Guardian: ___________________________________________________ Date: ______________ 	

Reviewed by Certified School Nurse:  _________________________________________________ Date:  ______________	
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