





Ohio Department of Health ¢ School and Adolescent Health
Health History

Student’s name Sex

L1 Male

Date of birth
L] Female /

Family Health History Please list allergies, heart problems, diabetes, cancer or other serious health conditions.

Father

Mother

Brothers and Sisters

Birth and Developmental History [ No unusual birth or developmental history

[ Yes
[ Yes

1 No
1 No

Did the mother have any unusual physical or emotional illness during this pregnancy?

Was infant born full term? [ Yes [ No Did the infant have any sickness or problems?

Briefly explain illness or problems.

How does the child’s development compare to other children, such as his or her brothers/sisters or playmates?

1 About the same [ Delayed [1 Advanced

Student Health Conditions

L] YES,my child receives regular medical/health care for the following conditions: L] NO medical conditions

] Behavior concerns

L] Birth/congenital malformations
1 Bone/muscle/joint problems
1 Blood problems

1 Bowel/bladder problems

[ Cancer

1 Cystic fibrosis

L] Headaches

[ Heart problems
1 Hemophilia

L Juvenile arthritis
] Lead poisoning
L1 Migraines

] Neuromuscular disorder

L1 Allergies L1 Diabetes [ Seizure disorder
L1 Asthma L1 Depression [ sickle cell anemia
(] ADD/ADHD ] Ear problem/hearing difficulty [ Skin conditions
L1 Autism L1 Emotional concerns [ Speech problems

[ Traumatic brain injury

[ vision problems (glasses, contacts)

L] Other

L] Other

] Other

L] Other

L] Other

Please explain any conditions above or any reasons for hospitalizations.

Allergy type Reaction

Please indicate any allergies your child may have.

School restrictions or recommended actions

L] Bee/Insect

] Food

[ Medication

L] Other
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Health HiStOI'y continued

Please list any prescription and over the counter medication that your child takes on a regular basis.

Medication and dose Time Reason

Do any health and/or medical conditions require school restrictions, modifications, and/or intervention?

[ Yes ] No If YES, please explain.

Does the student require any special procedures and/or treatments for their health condition(s)?
O Yes O No If YES, please explain.

Please indicate any other information about your child’s health or development that you think would be helpful for the school to know.

Form completed by Relationship to student Date




'SCHOOL:

DATE:

Ohio Department of Health ¢ School and Adolescent Health
Immunization Report

Student’s name Sex Date of birth
O Male [ Female /

Students are required to be immunized in accordance with Ohio law (Ohio Revised Code 3313.67/3313.671).
A copy of the child’s immunization record may be attached or dates may be entered below.
Please note the month, day, and year for each immunization should be on record.

Vaccine Record complete dates (month, day, year) of vaccine doses given

Diphtheria, Tetanus, Pertussis (DTP)

DTaP, Tdap

DT, Td

Polio

Hepatitis B (HBV)

Measles, Mumps, Rubella (MMR)

Varicella (Chickenpox)

Hepatitis A

Meningococcal (MCV4, MPSV4)

Pneumococcal (PCV)

Measles (Rubeola) only

Rubella only

Mumps only

Haemophilus influenza Type b (Hib)

Influenza

Other

This information was provided by [ Health Care Provider - [J Parent/Guardian [ Other

Signature Print name Date
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WILLOUGHBY-EASTLAKE CITY SCHOOLS
REGISTRATION RESIDENCY VERIFICATION

Student Name Phone Number
Address
Date of Birth: (Copy of Birth Certificate Required)
Child lives with: (Please check)

Father

Mother

Step-Father

Step-Mother

Other

IMPORTANT: Residing with other than natural parents indicates a custody
question. Complete the next line and attach verification.

Custody of child rests with:

Student(s) birth certificate
Lease/Purchase Agreement/Deed/Mortgage
(updated lease agreements MUST be provided to schools yearly)

1 additional proof of residence — examples listed below:
Employment/Payroll Record
Recent utility bill (electric, gas)
Voter registration
Income tax record
Insurance record (home/auto)
Welfare statement
Drivers license (with current address)

Proof of custody or guardianship (if applicable)
Current IEP or MFE (if applicable)

Student(s) immunization record

Last report card (if available)

I certify that the above information is true. | further understand that any intentional evasion of the law
governing the payment of tuition by a non-resident as identified in the Ohio Revised Code 3313, makes
all parties to such attempts liable under penalty of law.

Signature of Parent/Guardian Date

For Office Use Only

Verified by:

Date










AUTHORIZATION TO RELEASE STUDENT EDUCATIONAL RECORDS

This form provides authorization to release educational records and information relating to:

Student Name Date of Birth Phone #

Current Address

Street City State Zip Code
Disclosure & Use of Educational Records

I hereby give my permission to School District to disclose educational
(Previous School District)
records for the above referenced student and information in the manner described below:

e Date withdrawn from previous district (if applicable)

Description of Educational Records & Information to be Disclosed

I hereby request that all records pertaining to my child including, but not limited to:
e Educational Records (Transcripts, Report Cards, Test Scores)
e Attendance Records
e Health Records/Immunizations
e |IEP, MFE, 504 Plan, Psychological Reports and related Special Education Reports
e Other

Description of Persons or Entity Authorized to Receive & Use Released Information
The above named district has my permission to release the information described above to:

Purpose of this Authorization

® To aid in making present and future education decisions.
e Other:

Expiration and Revocation
This authorization may be revoked (cancelled) at any time except to the extent that the District has already released personal
health information prior to the revocation of this authorization. Requests for revocation must be in writing. To revoke the
authorization, contact Willoughby-Eastlake Schools at 440-946-5000. If not revoked, this authorization will expire one year after
the date on which the authorization is signed.

I acknowledge that this authorization is voluntary and that | have received a written copy of this
authorization.

Signature: Date

If a personal representative (parent, legal guardian, etc.) signs this form on behalf of the individual identified above, please
complete the following:

Representative’s Name Relationship: Date

C: Student File
Signatory 7/2010






	ReqForAdminOfPrescDrugs.pdf
	REQUEST  FOR  ADMINISTRATION  OF  PRESCRIPTION  DRUGS




