

	Your child’s learning depends upon good health.  To assist in providing health services at school, please complete the following form.

	First:
	Middle:
	Last:

	Allergies
	Reaction

	
	

	
	

	
	

	
	

	Health Care Providers
	

	Doctor’s Name:
	
	Phone:
	Date of Last Visit:

	Dentist’s Name:
	
	Phone:
	Date of Last Visit:

	Hospital Preference: 

	Free dental screening and fluoride varnish will be provided through the Children’s Smile Center and Chadwick School.  This does not replace regular dental check-ups.

Please indicate below if you would like for your child to participate.

_____Yes, I want my child to receive a dental screening and two applications of fluoride varnish, approximately 3-6 months apart.
_____Yes, I want my child to receive a dental screening, but I do not want my child to have the fluoride varnish.

_____No, I do not want my child to have a dental screening or receive any fluoride varnish.



	Medications

	Please check ALL over-the-counter medications you authorize your child to receive at school.

	· All Medications Listed
	· NO Medications Listed

	· Tylenol/ Acetaminophen
	· Benadryl/ Diphenhydramine

	· Advil/ Motrin/ Ibuprofen
	· Chloraseptic Sore Throat Spray

	· Maalox/ Liquid Antacid
	· Pepto-Bismol/ Bismuth Subsalicylate

	· Tums/ Chewable Antacid
	· Immodium/ Anti-diarrheal

	· Cough Drops 

(Decongestant, Antihistamine, Cough Suppressant)
	· DimetappDM/ Cold & Cough 

(Phenlephrine HCL, Bromphiramine maleate, Dextromethorphan)


	Please list child’s current medications

	Name
	Dosage
	Frequency
	Reason for taking

	
	
	
	

	
	
	
	

	
	
	
	

	Will your child require medications at school?  If yes, please ask for a Medication Authorization form.
	Y          N
	  Office Use:  Attached Medication Form    
	Y           N

	

	Illness/ Accident/ Hospitalization/ Surgery

	Has your child ever had a major illness, accident/injury, hospitalization, surgery or other condition that we should be made aware of?  Does your child require any special health care needs or special diet? (Requires special diet form completed by physician and updated annually).                     
If yes, please explain
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


	     Y           N     
	Any Condition that prevents P.E. Participation
	Your child’s doctor will need to provide documentation stating restrictions

	
	
	Office Use:  Documentation Provided:
	Y           N

	

	

	     Y           N     
	I give my permission for the above health information to be shared with appropriate school personnel on a confidential health concern list.

	
	

	     Y           N     
	I have read the Medication Administration Policy and Procedure Form.  I request and authorize Chadwick School to administer medication to the above student in accordance with the over-the-counter age/ weight  specific dosing guidelines.

	____________________________________________________________________
	__________________________

	Signature
	
	
	
	Date


  Health & Development Form












