DIOCESE OF TUCSON CATHOLIC SCHOOLS

HEALTH SERVICES REGISTRATION Pre-K - 12

Student’s Name: Date of Birth: Grade:

HEAL TH CD’\!CERNS/HEALTH HSTORY

[0 4== Check here if your child DOES NOT have any health issues {s:gn at bottom)

O If your child has health concerns please check all current health conditions below and fill in blanks if applicable.
parent/guardian is raponsble for notifying the schiool of new or e:astng health concerns and for providing the school with any medication or equipment
that the student will require during the school day. Check with the heaith office to obtain the correct procedural forms. *Life-threatening conditions
such as anaphylaxis, asthma, diabetes, or other conditions require fndividual health care plans/action plans, medicatlon permits, and staff
training prior to the first day of school. Please contact the school narse to discuss your child’s needs.

[ ALLE| RGl ES {‘mqulms an Alfergy Action Plan if ntervention Is needed ot school and o medication permit if medication will be kept in health office)
nFood : uBee/nlnsect: D Allergy to Medication: . .. . . 0 Other: .
School Treatment: |:| My child will carry EpiPen & hos been instructed on EpiPen use O EpiPen will be kept in Health Office* 0 Other:

3 ASTHMA (*reijurice3 on Asthma Action Plan o‘intemenbm is needed atsdwol and a medicotion permit rf medication will be kept in health h office)

Triggers: QOExercise 0O Environmental D Other:
School Treatment: 0 My child will carry inhaler & has beea Instructed on inhaler use
D My child was diagnosed with asthma but no longer uses an inhaler - date of last asthma episode:

[ DIABETES (*oDiabetes Care Plan tmqutredjorallsmdemswim rme mlabetes - please contoutibe ool nurse prior £, them'tofm
D *Type | (takes insulin) O insulin Pump " pDPen O Synnge o Type Il (diet/exercise/medication oonm:lled)

O EMOTIONAUBEHAV]ORAUPSYQ-IMCAUDEVELOPMENTAL
uADD OADHD DAnxiety D Asperger’s O Autism o Bipolar O Depression . nogvelopmeni-‘;jbefav

O Inhaler/Nebulizer will be kept in health office*

0 Mood Disorder nocD ‘o 0bD o PTSD O Schizophrenia oOther:
(7 HEARING/VISION __ L '
O Known hearing loss explain: . o .' o Hearing aid 0 Glasses/Contacts D Other vision problem:
0O MOBI.I.ITY/ACT VITY
o My chrld uses an assistive device: O Wheelchalr o Walker a Other '
e

O Activity restriction expluin:

= P

D SEIZURES i‘plem contnct the sdmol mganﬁng aselzure action plan ond o medicotion permit {f medications will be given ot school)
' " DDate oflastselzure:  _ O My child will have Diastat at school*

Type ofseizure
o OTHER MEDICAI. ISSUES (if you check any congitions below please explain, in spocepiavidedy. . e
o Bfeedlng disorder O Birth defect/disorder D Cancer D Cerebral! Palsy a Conoussmn {date: , a Endocrtn N
D Gastrointestinal/Bladder D Skin condition O Heart Condition 0 Hypertension 0O Migraines 0 Other:
Explanation: ._. - - .. - —_— =

0 My child will need he!p wlth activities of daﬂy fiving and/or health care procedures (*contoct nurse)

.D MEDICATION (*obtain medication permit from health office at school) . o

'Medication taken at home: L
o Medication to be given at srhool r‘pennn required): :
Information provided on this form will replace and/or update any previous health information received with the exceptlon of Lﬁ‘e-mreatenlng Health Condmons (contact”
nurse about removing this information). it is the parent/guardian responsibility to notify the health office if any changes occur In thelr child's health status,

Parent/Guardian Name (printed): _ Parent/Guardian Signature: ) Date:
o " = == \_‘...E.._\.:____
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