McDOWELL COUNTY SCHOOLS
ANNUAL STUDENT HEALTH UPDATE       SCHOOL YEAR 2019-20
Please complete and return to the school nurse as soon as possible

Name: Last: ___________________________ First: __________________________ Middle: ______________________  
Birth Date: _________________   Grade: ___________  Teacher: _________________________________  

Parent/guardian: __________________________________   Phone(s): _______________________________________ 
Parent/guardian: __________________________________   Phone(s): _______________________________________  
Other Emergency Contact: _________________________   Phone(s): ________________________________________  
Health Care Provider: _____________________________   Phone: __________________________________________
Dentist: _________________________________________    Phone: __________________________________________

Medical Conditions:  Please check all that apply to your child.    __NO KNOWN HEALTH PROBLEMS
Does your child wear?  Glasses  Yes___  No ___    Contacts  Yes___  No___     Hearing aids  Yes___ No___
__ ADD/ADHD




__ Ear/ Nose/Throat conditions 
__ Rheumatological condition
__ Allergies: __ seasonal 



__ Emotional condition(s) 

__ Seizures: date of last episode _________
      __other ____________________

__ Hearing loss
              

__ Sickle Cell disease
__ Asthma:  date of last episode _______ 

__ Heart condition/murmur              __ Skin condition
__ Autism




__ Hydrocephalus

__ Sleep disorder
                       
__ Bleeding disorder



__ Hypertension


__ Speech/hearing disorder
__ Cancer




__ Kidney disease

__ Spina Bifida
__ Cerebral Palsy



              __ Migraine headaches

__ Thyroid disease
__ Chromosomal condition (such as Down’s Synd.)
__ Mouth or dental problems
__ Traumatic Brain Injury
__ Chronic infection (such as Hepatitis B)

__ Multiple Sclerosis

__ Visual impairment (uncorrectable)
__ Cystic Fibrosis



__ Muscular Dystrophy

__ Other: ________________________
__ Diabetes:  Insulin dependent  yes / no
              __ Orthopedic problem(s)


If you checked any of the above, please explain     _________________________________________________________
The school nurse would like to assist you with an individual health plan of care if your student has a health concern such as asthma, diabetes, seizures, severe allergy, heart condition, etc. and may need assistance while at school.   Please check appropriate choice to inform nurse whether or not you want your child to have an individual plan.      
__  YES, my child needs a health plan.    The school nurse will contact you by letter or phone.  You are welcome and invited to contact the school nurse at your child’s school at any time.
__  NO, my child DOES NOT need a health plan of care for school.     Please contact the school nurse at any time should you change your mind or if your child’s condition changes.
Has your child had a head injury/concussion in the last year?  __ No   __YES   Please include approximate date: _______
List all medications, vitamins or supplements your child takes on a regular basis:
__________________________________________________________________________________________________
Will he/she need any of these at school?  ___Yes  ___No   If yes, please obtain a medication form and have it completed by your child’s health care provider and return it to school.  Please note that ALL medications must be in their original container and must be brought to school by an ADULT.  Epi pens, rescue inhalers, glucagon and insulin are the only exceptions as students may self-carry these emergency mediations when a medication form has been completed and turned in to the nurse.  
Does your child have any medication allergies?  __Yes   __No    If yes, please list medication(s) and reaction(s)                     __________________________________________________________________________________________
My child has:      __ Medicaid/Health Choice     __ Health Insurance   __Accident Insurance     __Dental Insurance
    I understand that this information is given voluntarily to help the school react to a medical emergency or illness that may occur     

    during school hours and may be shared with necessary school personnel to promote the health and safety of my child.  This  

    information is kept in the nurse office and considered a confidential health record. 
Parent/Guardian signature: ____________________________________  Date: __________________________

