Student Health Record

Confidential

Complete one per student. 

* Please provide a copy of this child’s immunization record. *
	Child’s Name:
	

	.

	Date of Birth:
	
	Grade:
	
	Sex:
	M   F   (circle one)

	

	Is child’s health excellent, fair or poor?
	
	Weight:
	
	Height:
	


	Name of Family Doctor:
	

	Address:
	

	Phone:
	


                   If your child has had any of the following illnesses, indicate the year(s) they occurred.

	Diphtheria
	
	Mumps
	
	Rheumatic Fever
	
	Red Measles
	

	Whooping Cough
	
	Diabetes
	
	Ear Infection
	
	German Measles
	

	Scarlet Fever
	
	Pneumonia
	
	Asthma
	
	Tuberculosis
	

	Chicken Pox
	
	Malaria
	
	Other
	
	Other
	


Is your child subject to any of the following?  (Indicate if occasional or frequent)

	Colds
	
	Headache
	
	Shortness of Breath
	

	Coughs
	
	Dizziness
	
	Does he/she tire easily?
	

	Asthma
	
	Night Sweats
	
	Bed Wetting
	

	Hay Fever
	
	


	ALLERGIES
	

	Does your child have any known allergies?
	Yes / No

	If so, please list below:

	Any FOOD allergies:
	

	Any allergies to WASPS, BEES or other INSECT bites:
	

	Any DRUG allergies:
	

	

	(All medications should be left in the nurse’s office with specific instructions.(


	SURGERY

	Has your child ever had any minor or major surgery?
	Yes / No

	If so, please give the type and date:
	

	Type of surgery:
	

	Date of surgery:
	


	DENTAL
	

	Does your child have any dental needs or prosthesis? 
	Yes / No
	

	If so, please explain:
	

	
	

	
	Name of Dentist:
	

	GLASSES
	

	Does your child wear glasses?  
	Yes / No
	

	
	If so, what is the date of his/her last eye examination?
	

	

	HEARING
	
	
	

	Has your child ever had a professional hearing test?  
	Yes / No
	Date:
	

	
	Any treatment necessary?
	Yes / No
	


	OTHER HEALTH INFORMATION
	
	
	

	Has your child ever had any kind of psychological examination?
	Yes / No
	Date:
	

	
	Any treatment necessary?
	Yes / No
	

	Date your child had last tuberculin test.  
	
	Results:
	

	Is your child presently under medical treatment?
	Yes / No
	Blood Type:
	
	

	

	List any health or social issues which you or your family physician feel should be known to the school authorities:
	

	

	

	


I certify the above history is complete to the best of my knowledge.




Authorization of Non-Prescription Medication

	
	Yes
	No
	Please call me beforehand
	Initials

	Panadol
	_____
	_____
	_______
	_______

	Ibuprofen
	_____
	_____
	_______
	_______

	Antihistamine
	_____
	_____
	_______
	_______

	


The staff of Heritage International School has my permission to administer the following if needed to my child:


Authorization for Emergency Medical Care

(One Per Student)

Emergency Medical Policy:


In case of emergency illness or accident the child is given first-aid and the parents are notified.  If the parents cannot be located, the child will be taken to the International Hospital, Kampala.  Heritage International School does not assume responsibility for the payment of hospital, doctor or transportation fees.  

In the event I cannot be reached to make arrangements for emergency medical care at the time of an accident or illness, I hereby authorize Heritage International School to take my child to International Hospital Kampala or _________________________. If no hospital is specified, my child will be taken to IHK.


Insurance Waiver

Heritage International School has liability insurance, which will pay for medical costs (up to predetermined limits) if your child is injured while at school, at any school related activity, or while being transported on school vehicles.

I understand that Heritage International School will not be held responsible for any injury that occurs involving my child(ren).  The school’s liability insurance will pay for medical costs up to the designated limits, and I will not expect Heritage International School to pay damages beyond that.


Child’s Name





Parent’s Signature





Date





Parent’s Signature





Date





Parent’s signature





Date





Parent’s Signature





Date








