Health Conditions/Medication Usage
Student Name:  ________________________________________ Teacher __________________ Grade _____
Please answer the following for your child.  Circle “yes” or “no” and answer the questions as appropriate.

Does your child have…


Attention Deficit Hyperactivity Disorder (ADHD/ADD)


Yes
No



*Is medication needed at school?




Yes
No


Allergies







Yes
No



If yes, what is the allergy to? ____________________________________________________



Describe the allergic reaction ____________________________________________________



*Does your child have an Epi-Pen? 




Yes
No

Asthma








Yes
No



If yes, when was the last attack? __________________________________________________



*Is medication needed at school?  _________________________________________________


Diabetes







Yes
No



Does your child use insulin or oral medication?


Yes
No



*Is medication needed at school?




Yes
No



Is blood sugar monitoring needed at school?



Yes
No



Is Glucagon needed at school?




Yes
No

Seizures








Yes
No



If yes, when was the last seizure? _________________________________________________



Does your child take seizure medication?



Yes
No



*Is medication needed at school?




Yes
No


Vision Problems







Yes 
No



Does your child wear glasses or contacts?



Yes
No


Hearing Problems






Yes
No



Does your child have a known hearing loss?



Yes
No



Does your child wear a hearing aid?



Yes 
No


Heart Problems







Yes
No



If yes, name the problem. _______________________________________________________



Is exercise limited?





Yes
No



Does your child take medication for this problem?


Yes
No


Other Health Problems






Yes
No



If yes, please describe __________________________________________________________


*Will your child need special procedures performed at school?

Yes
No

Does your child take medications daily?




Yes
No



Name of medication___________________________________________________________

*Please request a Medication Authorization Packet or Special Health Care Procedures Form from your school, or go to the 


Health Services site on the Franklin County Schools website and click on Forms to download the forms.
Release of Medical Information

I give permission for the School Nurse to contact my child’s Health Care Provider for exchange of information regarding 


medication or medical treatment used at school.

Name of Physician ______________________________________________  Phone number  ________________________

Parent Signature _____________________________________  Date _________ Phone numbers:  Home _______________









Cell ______________ Work ____________
