Collinsville Public Schools

Health Record Update

2017 - 2018 School Year
(Grades 1st –12th only)

This form must be completed and returned so that we may effectively serve your child’s health and educational needs.

Student’s name: ___________________________________ DOB: ___/___/_____ Grade: ____ Teacher: _____________________ 

	Condition
	Yes
	Comments
	Condition
	Yes
	Comments

	Allergies(food,insects,drugs) 
	
	
	Diabetes
	
	

	Allergies (seasonal, latex)
	
	
	Head Injury/Concussion
	
	

	Asthma/Breathing problems
	
	
	Hearing Problems/Deafness
	
	

	ADD/ADHD
	
	
	Heart Problems
	
	

	Behavioral Problems
	
	
	Lead Poisoning
	
	

	Developmental Problems
	
	
	Muscle Problems
	
	

	Bladder Problems
	
	
	Seizures
	
	

	Bleeding Problem
	
	
	Sickle Cell Disease (not trait)
	
	

	Bowel Problem
	
	
	Speech Problems
	
	

	Cerebral Palsy
	
	
	Spinal Injury
	
	

	Cystic Fibrosis
	
	
	Surgery
	
	

	Dental Problems
	
	
	Vision Problems
	
	


Describe any other important health-related information about your child (ex: diabetes, feeding tube, tracheostomy, hospitalizations, life-threatening allergies, etc.) Certain health issues will require an Individualized Health Care Plan. ________________________________________________________________________________________

________________________________________________________________________________________

List all prescription, over-the-counter and herbal medications your child takes regularly__________________

_________________________________________________________________________________________

What medications will be kept in the Health Office? (all medications given in the health office must be FDA approved for use in children)________________________________________________

_____________________________________________________________________________

Over-the-Counter (OTC) Medications: Collinsville Public Schools does not supply OTC medications to students. Without a doctor’s note, OTC medications provided by parents will only be kept in the Health Office for 10 business days. With a doctor’s note they may be kept in the Health Office for that school year. At the end of the school year, any medication that is not picked up by a parent/guardian will be disposed of according to the Oklahoma State Law and district policy. 
(SEE REVERSE)

Physician: __________________________________________ Phone: ____________________ 

Choice of Hospital:__________________________________________________________ 

(In case of serious accident or illness when guardian cannot be contacted, we will transport your child to your hospital of choice if possible. In signing this form you agree to accept responsibility for any and all charges incurred.) 

	I, ________________________(do__) (do not__) authorize my child’s health care provider

and designated provider of health care in the school setting to discuss my child’s concerns

and/or exchange information pertaining to this form. This authorization will be in place unless 

you withdraw it. You may withdraw you authorization at any time by contacting your child’s

school. When information is released from your child’s record, documentation of the disclosure is 

maintained in your child’s health or scholastic record.

Signature of Parent/Guardian: ________________________ Date: ____/____/________



Mother’s Name: _________________ Phone(1st): ___________ Phone(2nd): _____________

Father’s Name: _________________  Phone(1st): ___________ Phone(2nd): _____________ 

Emergency Contact: ________________ Phone: _____________ Relation:_____________

Emergency Contact:_________________ Phone:_____________ Relation: _____________

By signing this form I authorize my child to be transported by ambulance in case of emergency. 

Parent/Guardian Signature: _______________________ Date: ________________
