Van Buren Community School District
Health Information

Please complete the following information to promote and protect the health of students.

Name of student: _____________________________________ Grade: _______ 

Does this student have:

___Yes ___No Asthma or bronchospasms

___Yes ___No Diabetes
___Yes ___No ADD/ADHD/Behavioral issues
___Yes ___No Seizures
___Yes ___No Heart problems 


___Yes ___No Migraine headaches
___Yes ___No Blood pressure problems

___Yes ___No Depression/Anxiety
___Yes ___No Kidney/urinary problems

___Yes ___No Stomach/bowel problems

Comments: _______________________________________________________________

Medication                      Dose                Frequency               Diagnosis               Given at school?

	
	
	
	
	___Y ___N

	
	
	
	
	___Y ___N

	
	
	
	
	___Y ___N

	
	
	
	
	___Y ___N

	
	
	
	
	___Y ___N


___Yes ___No  Does your child have any allergies?  
If yes, to what are they allergic? ___________________________________________________ 
What is the reaction? ____________________________________________________________
___Yes ___No  Has your child had any surgery, serious illness or injury?  Please explain ______________________________________________________________________________

___Yes ___No  Does or has your child had any other health or emotional concerns which you feel it would be helpful for the school to know? _____________________________________________________________________________

___Yes ___No  Has your child had any recent immunizations?  __________________________

______________________________________________________________________________

Date of last physical exam:________ 

Date of last dental exam:________

Date of last vision exam:________         

Wears: Glasses or Contacts?
Name/Address/Phone # of child’s doctor______________________________________

Name/Address/Phone # of child’s dentist______________________________________

Does student have: ___Private Insurance   ___Medicaid   ___No Insurance   ___Other: _______
Does student have dental insurance? ___Yes ___No  

If student’s health care provider is not available, may we send him/her to another local provider? 
___Yes ___No
Comments: __________________________________________________
In case your child is ill or injured at school or during a school event out of town, and we think he/she needs medical attention, do you grant school personnel and/or the above person(s) permission to do so?

___Yes ___No 
Comments: __________________________________________________
I give my child permission to receive age appropriate doses of Tylenol/Acetaminophen for complaints of discomfort at school from the school nurse and office staff at their discretion for this school year. 

___Yes ___No
Comments: __________________________________________________
OTC MEDICATION: I give permission for the use of topical antibiotic ointment, cough drops, antacids, contact solution, hydrocortisone cream, benadryl, calamine lotion, as needed by the discretion of the health office staff.  Cough drops and chapstick will be allowed in class.  Teachers may refuse the privilege if misused.  
___Yes ___No
Comments: __________________________________________________
I understand that my child can receive medications at school through School Health Services. I understand that medication brought to school from home must be in the original container with all of the information current to what the child receives. I understand that the Authorization for Medications permission form must be signed and accompany the medication.  
I give my permission to the school nurse to share information relevant to my child’s health condition with appropriate school personnel and AEA 15 staff when needed to meet my child’s health and safety needs.  I give permission to the above named medical professionals to exchange information for the purpose of referral, diagnosis and treatment with the Van Buren Community School Nurse.  I give specific permission to my health care provider to share any pertinent health information in my child’s health record regarding:  immunizations, administration of medications and/or educationally significant health information that may affect my child’s learning and or safety at school.  

_____________________________________ 
___________

Signature of parent/guardian                                       Date



Kindergarten students only:
House File 158 of Iowa Law mandates that each child be screened for lead levels before entering Kindergarten.  Was this child tested for lead?
___Yes ___No

Date of screening(s) ____________________   Screening Clinic __________________________

Does this child have an Iowa Department of Public Health Immunization card filled out and up-to-date?
___Yes ___No    If no, explain: ________________________________________

*Please send a completed copy of immunizations with the child for Kindergarten enrollment.
If you have questions, please call Sara Sprouse, School Nurse:   (319)293-3183 (High School)










(641)936-4321 (Douds Center)










(319)796-4414 (Stockport Center)

