
 

The Catamount School 
 STUDENT HEALTH HISTORY FORM – School Year _______________ 

To be completed by a parent/guardian for students each year 

 

Student Name _____________________________________________ Date of Birth_____________________  
Sex assigned at birth____________  Gender ______________ Current Grade __________  
 

 

Is your child entering a North Carolina school for the first time?  □ Yes     □ No 

Does your child have any of the following diseases or disorders?  (Check all that apply): 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Other conditions / concerns / considerations that would be helpful for the healthcare staff to be aware of: 
__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Is your child on any medications (prescription or over-the-counter) that will need to be given at school?                         

□ No   □ Yes (Please list):____________________________________________________________________________ 

*If YES, a Medication Authorization form must be completed and signed by the health care provider for EACH medication.  
Medication and health plans must be updated yearly.  
 

***PLEASE COMPLETE REVERSE SIDE*** 

1. Endocrine Disorders 
□ Diabetes 

□Requires insulin 
 □Does not require insulin 
□ Other_____________________ 
 
2. Lung/Respiratory Disorders 
□ Asthma 
 □Requires rescue inhaler 
□ Other_____________________ 
 
3. Allergies 
□ Life Threatening 
 □Bees 
 □Food (list)____________ 
 □Other_______________ 
 □Requires Epi Pen 
 
□ Non-Life Threatening 
 □Seasonal/Environmental 

□Lactose Intolerance  
 □Other_______________ 
 
4. Ears 
□ Hearing Impaired 
 □Cochlear Implants 
 □Hearing Aids 
□ Other_____________________ 
 

5. Eyes 
□ Prosthetic Eye □Left □Right 
□ Vision Impaired 
 □Contacts 
 □Glasses 
□ Other______________________ 

 
6. Head/Neurological  
□ Autism/Asperger Syndrome 
□ Cerebral Palsy 
□ Migraines 
□ Tourette’s Syndrome 
□ Seizures 
□ Concussion in the last year 
□ Concussion history greater than 
1 year 
 □Date________________ 
□ Other______________________ 

 
7. Skin 
□ Eczema 
□ Psoriasis 
□ Other______________________ 
 
8. Heart Conditions 
□ High Blood Pressure 
□ Irregular Heart Rhythm 
□ Other______________________ 

9. Cancer 
□ Type_____________________ 
 
10. Blood Disorder 
□ Type_____________________ 
 
11. Bone/Joint 
□ Type_____________________ 
 
12. Kidney/Bladder 
□ Type_____________________ 
 
13. Gastrointestinal 
□ Feeding Tube 
□ Other____________________ 
 
14. Muscular 
□ Type_____________________ 
 
15. Behavioral/Emotional 
□ Anxiety 
□ Depression 
□ ADD/ADHD 
□ Other____________________ 
 
□ MY CHILD DOES NOT HAVE 
ANY KNOWN HEALTH 
CONDITIONS 
 



 

STUDENT HEALTH HISTORY, Page 2 (please fill out reverse side) 
 

Student Name ___________________________________________ Date of Birth_______________________  
 

Contact Information 

 

 

PLEASE READ CAREFULLY AND SIGN BELOW 
The school nurse works to promote good health among students and staff.  Our goal is to help your child have a healthy, successful 
school year.  The school nurse has guidelines to follow for the care of students on campus.  Medications will be given per the health 
care provider’s written direction with parent permission.  The nurse does NOT have a supply of over-the-counter medications such 
as Tylenol, ointments, etc., to give to students.  Students with life threatening allergies to bee stings, food or latex will need his/her 
doctor to provide written authorization for the injectable medicine (Epi-Pen) to be stored at school.  However, should a student have 
a sudden, undiagnosed, serious life-threatening reaction (anaphylaxis), 911 and the parent/guardian will be notified.  To assure 
optimal student performance at school; height, weight, vision, hearing, BMI, and dental screenings may be conducted on a regular 
basis.  To opt out of any health screening, contact your child’s school nurse.  Make certain that you notify us of all phone number 
changes including your child’s emergency contact person.  Please contact the school nurse if you have any questions. 
 
To provide optimal care for my child, I/We authorize the school nurse to communicate with the health care providers listed above as 
allowed by HIPPA/FERPA during the school year. 
 

Parent/Guardian Signature ________________________________________________ Date ____________ 
 

Parent/Guardian #1 Name Home/Cell Phone Work Phone Additional Phone 

    

Parent/Guardian #2 Name Home/Cell Phone Work Phone Additional Phone 

    

Emergency Contact (other than parent) Home/Cell Phone Work Phone Additional Phone  

    

Physician Office Number  

  Has your child seen a health care provider for a wellness 
check within the past 12 months?   □Yes    □No 

Dentist Office Number  

  Has your child seen a dentist for a wellness check within 
the past 12 months?   □Yes    □No 

Specialist Office Number  

   

SCHOOL NURSE USE ONLY 
□ Medication Authorization form given Date:_____________ Follow up: ________________________   
□ Diet Order form given   Date:_____________ Follow up: ________________________ 
□ Emergency Action Plan given  Date:_____________ Follow up: ________________________   
□ No EAP/Med. Auth. needed  Date:_____________ Follow up: ________________________ 
□ NC Health Assess form given  Date:_____________ Follow up: ________________________   
□ Other_____________________________________________________________________________ 
 
RN Signature/Date____________________________________________________________________ 


