Does your child take any medication on a routine basis?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  FORMCHECKBOX 
 During school hours

Name of medication: _____________________________ Purpose of medication: _______________________

Name of medication: _____________________________ Purpose of medication: _______________________
Name of medication: _____________________________ Purpose of medication: _______________________
Please contact the school office regarding the “Medications at School” policies 

if your child must take prescriptions or over the counter medications during the school day.

Check  FORMCHECKBOX 
 the box and explain if your child has a history of, or now has the following conditions or concerns. 

 FORMCHECKBOX 
My child does not have any health issues at this time.
 FORMCHECKBOX 
 Asthma 





      FORMCHECKBOX 
 Allergies 

        
 FORMCHECKBOX 
Mild  FORMCHECKBOX 
 Moderate  FORMCHECKBOX 
 Severe 



 FORMCHECKBOX 
Mild  FORMCHECKBOX 
 Moderate  FORMCHECKBOX 
 Severe

 FORMCHECKBOX 
Rescue Inhaler at home 



 FORMCHECKBOX 
 Bees/insects

 FORMCHECKBOX 
 Rescue Inhaler with student 



 FORMCHECKBOX 
 Foods ________________________________

 FORMCHECKBOX 
 Rescue Inhaler in school office



 FORMCHECKBOX 
 Seasonal Hayfever

 FORMCHECKBOX 
 Seizures






 FORMCHECKBOX 
 Allergic to Medication ___________________

 FORMCHECKBOX 
 As an infant  FORMCHECKBOX 
 Use medication 


 FORMCHECKBOX 
 Other _________________________________
 FORMCHECKBOX 
  Use emergency plan if happens at school
 FORMCHECKBOX 
 EpiPen at home  FORMCHECKBOX 
 EpiPen at school

 FORMCHECKBOX 
 Physical Limitations __________________________

Not necessary to include Poison Oak/Ivy



 FORMCHECKBOX 
 Special Equipment needed at home

      FORMCHECKBOX 
 Heart Murmur/Disease ______________________



 FORMCHECKBOX 
 Special Equipment needed at school

      FORMCHECKBOX 
 Other _________​​​​​​​​____________________________

 FORMCHECKBOX 
 Diabetes 
 FORMCHECKBOX 
 Type I   FORMCHECKBOX 
 Type II






Comments: ________________________________________________________________________________________


