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HEALTH HISTORY RECORD
 

Name Bilthdate 

father Mother 

Parents are: (Circle please) Man"jed Divorced Separated Deceased 

Student lives with Guardian 

Family History: Serious illness in family (indicate me.mber): 

Dia betes, _ Epilepsy ~ Rheumatic Fever 

HeaJ1 _ Cancer Alcoholism/Chemical Dependency _ 

STUDENT'S DISEASE AND ILLNESS HISTORY 

Year Year Year 
o Chickenpox o Strep Throat o Tuberculosis 
o Whooping Cough o Mononucleosis OPolio 
o Measles o Rubella o Meningitis
 
[J Cancer o Nephritis o Mumps
 
o Tonsillitis o Heart Disease oDiabetes 
o Insulin Dependent o Scarlet Fever oPneumonia 
o Chemical Dependency o Anorexia o Bul1mia 

Convulsions (type) On medication? Lisl: _
 

Any Known physical handicaps? (explain) _
 

Other serious illnesses (type and dates) ----------------- ­

Allergies or Aslhlna (explain) ~ .
 

List all medication taken
 

Injuries or Operations (types and dales) ~ _
 

Hospitalizations (reasons and dates) _
 

Diagnosis of eye problem? Glasses? _
 

Has student ever failed a hearing test? Action taken? _
 

Has child ever been in a special school or class? _
 

Has student had any emotional problems':l _
 

Poor dietar)' habits? (explain) ~ ~ _
 

Has student ever received allY counseling for academic or cmOlional problems? (explain) ~ _
 

Approximately 110\0' many days does the student miss school due to jllness in J);ear? _
 

19ive my permission fo share the above medical information with teachers and staff 

Signature of ParentiG uard ian 



EMERGENCY l\1EDICAL AUTH0 RIZAnON 

School District. _
 

Student Name. ~__
 

Street Address - _
 

City ~----State---_.Zip----Te!ephone(_) _ 

School Attended _ 

Purpose - To enable parents to authorize emergency treatment for children who become injured while under 
school authority, when parents cannot be reached. 

PART lOR PART 11 MUST BE COMPLETED 
PART I 

(TO GRANT CONSEND 

In the event reasonable attempts to contact me at (phone number) or _ 
(other parent) at (phone number) have been unsuccessful, I hereby give my consent for: 

(1) the administration of any treatment deemed necessary by:
 
Dr. (preferred doctor) or Dr. (preferred dentist)
 
or in the event the designated preferred practitioner is not available, by another licensed physician or dentist.
 

(2) the transfer of the child to -----''-- (preferred hospital) or any hospital reasonably accessible.
 

This authorization does not cover major surgery unless the medical opinions of two other licensed physicians or 
dentists, concurring in the necessity for such surgery are obtained before the surgery is performed. 

Facts concerning the child's medical history including allergies, medications being taken and any physical impairments 
towhichaphysicianshouldbealerted: _ 

Signature of Parent Date 

Address ----- ­

Street Ctty State Zip 
IF YOU COMPLETED PART 1 STOP HERE.' 
COMPLETE PART II 
ONLY FOR REFUSAL TO CONSENT PART II 

(REFUSAL TO CONSEND 
I Do Not give my consent for emergency medical treatment of my child. In the event of illness or injury teqU1rin~ 

emergency treatment, I wish the school authorities to take no action or to do the following: --- ­

Signature of Parent Date 


