EASTMONT SCHOOL DISTRICT
STUDENT HEALTH INFORMATION .

STUDENTS NAME_____ . Grade

DOCTOR

Does your child Iihve ahy of the foliowing medical conditions?

____ ADHD

_ Asthma: Mlld__Moderate____ Severe__ Treatment

Bee Sting Allergy: Type of Reaction - Treatment_

___ Diabetes:Type________Treatment_

_____ Food Allergy: Food _Type of Reaction - _Treatment
— Heart Condition: Type____ — Treatment
___Selzure: Type ) Treatment,

Are there any other health problems or handicaps of which the schdol_ _ihould be aware? Yes___ No__

Y
if Yes, please specify:

Is there a condltion that would limit PE/Recess/Field trip involvement?_____In what ways? _

Does your chlld have any médlcatlon-allergles? Yes___ No___ Please list:_

Does your child require any medications at home at schoo'i o

‘Name of medication:_

l Parent/euardlqﬁ Signature ' : | Date



