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****Confidential Information please return to the Health Office**** 

Does your child have any allergies (medications, food, bees/insects, environmental)?            
Yes □  No □                               If yes, does your child have an Epi-Pen? Yes □  No □ 
Please list all allergies and your child’s individual reaction symptoms: 
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
Date of last reaction and treatment needed: 
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________

Does your child have any medical/mental health conditions that health services should be 
aware of to assist your child to be safe and succeed in school?    such as Diabetes, Asthma, Sei-
zures, Heart Condition, Colitis, Arthritis, ADHD, Bipolar, Anxiety, Depression etc... Yes □  No □ 
Please explain:  Condition:_____________________________ When Diagnosised:__________ 
Symptoms your child may have that would alert us that he/she is having a problem related to his/
her condition: 
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________

Please list all medications and dosage that your child takes on a regular basis during school 
and outside the school day. 
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________

Is there any other information that would be helpful to know about your child? 
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________

Feel free to contact your child’s school nurse with questions or concerns anytime during the school year.                 
Thank you 
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