Grant County School Nurse Services
Student Health History & Screening Consent
	Student Name:

	Date of Birth
	School      
	Grade                

	Health Screening Consent: Vision, Hearing, & Speech / Language Screenings are completed for all new students. Vision and hearing screenings may be completed for all new students who have not recently had this screening at their health check visit.  Other students may be screened, as needed based on parent or teacher referral. A dental assessment by the school nurse (looking inside the student’s mouth for any abnormality) is often completed along with the vision screening.   Please check ONE below:
__I agree to all screenings if indicated.  __I DECLINE all screenings  __I only want the following screenings__________

	
IMPORTANT NOTICE REGARDING MEDICATIONS: According to Grant County School Policy, all medications given at school, both prescription and non-prescription require a physician’s order.  A medication consent form must be signed by the physician and the parent.  This form will be in effect for this school year only.  If any changes are made in the medication or dosage, a new form must be completed. Forms are available in main office.
 PLEASE NOTE: NO MEDICATION IS PROVIDED BY THE SCHOOL OR THE SCHOOL NURSE

	
HEALTH CONDITIONS AS DIAGNOSED BY PHYSICIAN
□ NO Health Problems or Concerns (STOP HERE & Sign Below)
******************************************************************************

Please check if the student has been diagnosed with any of the following:
□ Allergies ________________________________  Type of reaction:______________________________________
   Usual treatment:  ___Benadryl   __Epi-Pen  Other:____________________________________________________
□ Diabetes  __ Type 1  __Type 2      Requires insulin at school: __Yes  __ No
□ Asthma -  Is an inhaler or nebulizer  needed at school __Yes  __No 
□ Seizure disorder - Type of seizures________________________________________________________________ 
   Date of last seizure_________ Frequency of seizures___________________________________________________
   Is daily medication or emergency medication for seizures needed at school?  __Yes __No      
□ Bleeding Disorder  Type:________________________________________________________________________
□ Bowel or Bladder problem   Describe:_____________________________________________________________
□ Stomach or Digestive Problem: Describe:__________________________________________________________
[bookmark: _GoBack]□ Special dietary needs indicated by physician (Diet accommodations will not be made without a physician order. Diet forms are available at your child’s school.)
□ Cystic Fibrosis
□ Heart problem  Type:__________________________ Activity restriction: __No __Yes,_______________________
□ High blood Pressure Would you like your child’s blood pressure check periodically at school? __________________
□ Immune Disorder  Type:________________________________________________________________________
□ Migraine headaches   Is “as needed” medication required at school?  __YES  __NO
□ Skin disorder Type:_____________________________________________________________________________
□ Vision problem  __________________  Wears glasses __Yes  __For reading only  __ Wears at all times 
□ Hearing loss __Rt ear  __Lt ear __Both ears  __Has hearing aid __Other:__________________________________
□ Recurrent ear infections  Note:__________________________________________________________________
□ ADD  □ ADHD  □ Emotional/Behavioral Disorder___________________________________________________
□ Other________________________________________________________________________________________

	Please add on back of this form any additional information that you would like the school nurse and/or teachers to know.
Individualized Health Care Plans Explanation:  If your child has a medical condition that may require medical attention at school or during transportation, the school nurse will use the health information provided to develop an Individualized Health Care/Intervention Plan.  
Consent:  I give my consent for necessary information regarding my child’s health care needs to be shared with the classroom teacher and other staff involved with my child’s educational needs. This may include the student’s bus driver for certain at risk conditions during transportation (asthma, diabetes, allergies, seizures, etc)

Parent Printed Name:____________________________________________ Phone Number:______________________

Parent/Guardian signature:____________________________________________  Date:___________
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