BISD Student Annual Health History Form	Date:_______

Student Information:
_____________________________	      _______________________	        ____              ____________	                 _____	
Last Name				      First Name			        MI	                Date of Birth	                 Grade

Parent Information:

__________________________________	   __________________	                ________________________________
Mother/Guardian			                 Phone Number		 Email address
 
__________________________________	   __________________	                ________________________________
Father/Guardian				   Phone Number		 Email address

Emergency Contact (when parent cannot be reached):

__________________________________	   __________________	                ________________________________
Name						   Phone Number		 Relationship to Student

__________________________________	   __________________   	 ________________________________
Name						   Phone Number	 	 Relationship to Student

[bookmark: _GoBack]Physician/Hospital Information:

________________________________           ______________________	           __________________________________
Physician’s Name		    	         Phone Number		           Preferred Hospital In Emergency

Medical History:             Please initial here if your child has NO known health concerns:  ________
__Asthma		Medication needed at school:_____________________________ Plan/Form(s) Given: ________
__Food Allergy		List foods:_____________________________________________ Plan/Form(s) Given: ________
__Anaphylaxis Allergy	List allergen:____________________*Epi-pen needed at school* Plan/Form(s) Given: ________
__Diabetes		Medication needed at school:_____________________________ Plan/Form(s) Given: ________
__Seizures		Medication needed at school:_____________________________ Plan/Form(s) Given: ________
__ADD/ADHD		Medication needed at school:_____________________________ Plan/Form(s) Given: ________

If you checked off that your child has any of the above medical issues then you need to supply the school with a signed doctor’s order, action plan and prescription medication. 

Anything else not asked that we need to know about your child:
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

I, the undersigned, do hereby authorize officials of BISD to contact directly the persons named on this form, and do authorize the physician(s) named to render such treatment as may be deemed necessary and I give permission for the exchange of medical information between the health care team and educational staff for the health of said child.
    	In the event the parents, physician, or other persons named on this form cannot be contacted, the school officials are hereby authorized to take whatever action is deemed necessary in their judgment for the health and safety of the aforesaid child. I will not hold the school district financially responsible for the emergency and/or transportation for the said child.

____________________________________________________		__________________
Parent/Guardian Signature							Date
