
NAZARETH AREA ELEMENTARY SCHOOLS STUDENT HEALTH UPDATE 2023-2024

S t u d e n t N a m e G r a d e

This medical i n fo rma t ion wil l be kept conf ident ia l as per Family Educational Rights and Privacy Act (FERPA).

Heal th in fo rma t ion wil l be shared when there is a leg i t imate educat iona l /hea l th & safety interest.

R e q u i r e d p h y s i c a l e x a m f o r m :

> Please keep the at tached fo rm for your physician to comple te at your child?s nex t year ly wel lness vis i t (if

your child went for their wellness visit in June, July or August please ask the doctor office to complete
ASAP)

Required dental in fo rmat ion :

Date o f most recent dental exam / / (full date please)

R e q u i r e d H e a l t h u p d a t e i n f o r m a t i o n

Please comp le te this fo rm and return i t t o the school nurse

P lease c h e c k a b o x b e l o w a n d sign i f y o u c h e c k e d # 3 o r # 4 p lease c o m p l e t e t h e s e c t i o n b e l o w t h e b l a c k l i n e

© 1. M y child does not have any medical concerns

© ) 2. M y child?s medical in fo rmat ion and /o r medication has not changed since the previously comp le ted heal th update

© 3. M y child is new t o KNBES w i t h medical concerns (please complete the section be low

C1 4. M y child?s heal th history has changed since the previously completed health update (please Indicate any new

medica l concerns, medical changes and/or medicat ion addi t ions/changes/delet ions in the sect ion below)

P a r e n t / G u a r d i a n S ignature Date

The f o l l o w i n g sect ions are f o r n e w enro l lments and current students wi th medica l changes a n d / o r n e w med ica l

concerns f r o m the previously completed heal th update on fi le.

CO Al lerg ies If your child requires Epinephrine or an antihistamine YOU MUST bring the medication and the allergy actionp l a n

signed by the doctor THE FIRST DAY OF SCHOOL

Localized Benadryl

Anaphylact ic Epinephrine

Localized Benadryl

Anaphylact ic Epinephr ine

O A s t h m a If your child requires medication/Inhaler for thelr asthma during school hours, YOU MUST provide a medication

authorization form(s) and the necessary medication(s) BY THE FIRST DAY OF SCHOOL

O ADD/ADHD

OO Currently prescribed medication
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©) Cardiac issues:

Please descr ibe

Any restrictions must be documented by a doctor yearly.

C Diabetes

CO Newly diagnosis Date ofdiagnosis 5s f f

© Insulin changes SSS

YOU MUST provide a diabetic management plan from your endocrinologist, medications and supplies BY THE FIRST DAY OF SCHOOL

0 Bone/joint problems

Describe

Any restrictions must be documented by a doctor yearly.
OC Seizures

I f y o u r ch i l d requ i r es m e d i c a t i o n f o r seizures YOU M U S T p r o v i d e a se izu re ac t ion p lan signed b y t h e d o c t o r and t h e m e d i c a t i o n ( s ) BY

THE FIRST DAY OF SCHOOL

Date o f last seizure

M e d i c a t i o n s

OC Recent t r a u m a o r in ju r ies

Any restrictions must be documented by a doctor

OC Recent surger ies

Any restrictions must be documented by a doctor

© ) D ie ta r y res t r ic t ions

Any restrictions must be documented by a doctor yearly.

O Mig ra ines o r f r e q u e n t headaches

OD) c u r r e n t med ica t ion

C M e n t a l hea l th issues (please list all diagnoses)

© M e d i c a t i o n changes /add i t i ons /de le t i ons

0 M e d i c a t i o n (prescribed by you r d o c t o r daily or as needed) Please include name, dose and n u m b e r o f t imes per day)

OO N e w

OC Discontinued

0 Medication dose changes

t f y o u r chi ld requ i res m e d i c a t i o n f o r a n y a i l m e n t (headaches, s t o m a c h aches etc.) YOU M U S T p r o v i d e a m e d i c a t i o n a u t h o r i z a t i o n

f o r m ( s ) a n d t h e necessary m e d i c a t i o n ( s ) t o t h e school nu rse

© Other i n f o rma t i on : Pleaese list any other conditions or concerns you want the school nurse to be aware o f below:
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RETURN T O THE SCHOOL NURSE
Student Name:

Please bring this physical examination form to your physician when your child has their yearly wellness exam. If the

exam was completed in June, July or August please contact your physician to complete this form ASAP

C H E C K O N E

Phys i ca l exam f o r grade:

EFERRALSK H O 6 0 1 1 0 other ?ABNORMAL FINDINGS / RECOMMENDATIONS / R

oO

z
biome( m e s ( | | | | C C

p o p e s ¢ ) | | | |

Eyes/Vision Corrected 0 r t | f o
arsticarng = |

INose and Throat

eeth and Gingiva

Lymph Glands

Lungs

pine (Scoliosis:

( A d d i t i o n a l s p a c e o n p a g e 4)

Parent/guardian present during exam: Yes 0 No [ ]

Phys ica l exam p e r f o r m e d at: P e r s o n a l Hea i th Care P r o v i d e r ' s O f f i c e 0 Schoo l 0

exam 20

Pr in t name o f e x a m i n e r

Pr in t exam ine r ' s of f ice add ress Phone.

S igna tu re o f examine r M o O o 0 0 P A C D  C R N P O


