Student ID:

Official Use Only
Anchorage School District
Student Health History Form and Release of Information
School Year 20
Student Name (print first) (print last)
Grade Date of Birth / / [IMale [JFemale

Mon. Day Year

Your child’s health history is important to provide the best care at school. The ASD Health Services program
provides student health screenings for vision, hearing, height and weight. If there is a new or existing health
condition which affects a student’s ability to participate in school activities, it is the responsibility of the parent /
guardian to notify the school. If your student is prescribed medication, it is the responsibility of the parent /
guardian to notify the school and provide the medication, if needed during school hours. Please contact the
school nurse or ASD Health Services to obtain the necessary forms. Medication forms are also available on the
ASD website.

Release of Information: The disclosure of health information within the school is limited to information
necessary to serve the student’s health and education interests. Your signature gives permission for the
nurse to inform school staff of procedures to protect your child at school and develop emergency health
plans, if required. I am providing this information on a voluntary basis.

Parent(s)/Guardian(s) (signature) Today’s Date / /
g M Day Y.
on. ay ear

Parent(s)/Guardian(s) (printed)

Health History (Y = Yes / Current N = No history R = Resolved)

Autism / Aspergers R Hepatitis
ADD / ADHD Lactose Intolerance
Arthritis Medication (specify on page 2)

Asthma (Inhaler: Y or N)
Bone / Joint Problem

Severe Menstrual Cramps
Nosebleed (frequent or severe)

Cancer Psychological

Color Blindness Reflux / Ulcers

Chronic Dental Issue /Injury Seasonal Allergy

Diabetes Seizures / Epilepsy

Chronic Earache / Infections Chronic / Severe Skin Problem
Eating Disorder Thyroid

Emotional / Behavioral

Fetal Alcohol / Drug (FASD)
Chronic Headache / Migraine
Hearing Loss / Issue

Heart Condition

Traumatic Brain / Head Injury
Tuberculosis / + TB Test
Vision Concerns / Issue
Weight Concerns

List other issues on page 2
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Specify Allergy(ies) (food, drug, latex, iodine, airborne, insect, other)
Describe Reaction (rash, hives, itching, breathing difficulty, other)
Antihistamine Prescribed: (] Yes CJNo  Epi-pen Prescribed: [1Yes (INo Current Allergy Action Plan: [IYes [INo

Year of most recent exam: Physical: Vision: Dental: Psychologist/Counselor:

EIMy child does not have medical concerns nor require medication during school hours at this time.

(Turn form over)



Please list any detailed medical information on this page.
Medication used during the school day requires a completed ASD Medication Administration Form. This
includes prescription and over the counter medication. Medications that are needed longer than two-week
period may require a Long term Medication Administration form that is completed by your health care provider.
All medications should be kept in the School Nurse Office, per ASD Student Handbook policy, Section III.
Students are permitted to hand-carry prescribed emergency medications, such as an inhaler, Epi-pen, or diabetic
products when the required ASD form is completed by the student’s health care provider and parent / guardian.

List medication:

Health Care Provider Name: Phone:

OHome [dSchool [Both Medication Administration Form Completed: [1Yes [INo
List medication:

Health Care Provider Name: Phone:

COHome [dSchool [IBoth Medication Administration Form Completed: [JYes [INo
List medication:

Health Care Provider Name: Phone:

[OHome [dSchool [Both Medication Administration Form Completed: CIYes [CINo

Medical Concerns / Diagnosis:

Health Care Provider Name: Phone:

Will this condition require school nursing care? [ Yes [ No [Omedication administration [ treatments

Emotional/behavioral/ psychological issues (panic attacks, OCD, other):

Health Care Provider Name: Phone:

Will this condition require school nursing care? [0 Yes [0 No [Omedication administration [ treatments

Will any of the medical conditions or health issues listed affect your child’s ability to participate in PE, sports,
or classroom activities during the school day? Please explain issues and limitations:

Would you like to speak to the nurse privately regarding your child? [ Yes [No
Contact Phone: 1) 2) 3)

Email address:

Please list any other concerns or comments in the space provided:
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