	 OCSA STUDENT HEALTH INVENTORY[image: Description: cid:620EBCD4-BAED-4B5B-9171-33BF0F021022]
To be completed by parent.  Please be as specific as possible

	School Year: 2016-2017



[bookmark: _GoBack]Student Name: _______________________________________	Grade: ________________	Birth Date: _______________ Gender: _M / F__

	HEALTH CONDITION
	YES
	NO
	Describe Condition and Necessary Action/Medication(s) Needed

	Allergies
	
	
	List Allergies:

	Asthma
	 
	
	      Mild          Severe          Takes daily medication (Please specify)         Takes emergency medication (Please specify)    

	Bee Sting Allergy
	
	
	      Requires antihistamine tablet if stung         Requires adrenalin injection if stung

	Dental Issue
	
	
	      Wears braces or retainer         Other dental concerns (Please specify) 

	Diabetes
	
	
	      Takes blood routinely         Has glucagon injection for insulin reaction        Insulin pump

	Ear Infections
	
	
	      Occasionally             Frequently

	Epilepsy or Seizure
	
	
	      Takes medication daily (Please specify any school restrictions)

	Heart Condition
	
	
	 C   Under doctor’s care (Please specify any school restrictions)

	Orthopedic Issue
	
	
	       Under doctor’s care (Please specify any school restrictions)

	Serious Injury (past or current)
	
	
	Specifics:   

	Other Illness (past or current)
	
	
	Specifics:    
     Takes daily medication (Please specify)       Takes emergency medication (Please specify)

	Surgery
	
	
	Specifics:

	Health Condition(s) that prevent participation in certain activities
	
	
	Specifics and limitations:

	Vision Issues
	
	
	      Wears glasses          Wears contact lenses  (Please list any special classroom needs) (
    
)


	Auditory Issues
	
	
	      Wears hearing aids (Please list any special classroom needs)        


               
           For religious reasons, I request my child be exempt from the following on-campus health exam(s): ___Vision  ___Hearing ____ Scoliosis
(Religious exemption documentation required to be on file with the school.)
Name and address of last school attended (new students only):__________________________________________________________________

Additional information regarding your child’s needs while at school as it relates to his/her medical history or special programs:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Parent/Guardian Signature: _____________________________________________________________________	Date: ___________________________________________

*Under California law, a medication form, which includes dosage instructions, must be completed by the parent and physician before prescription and non-prescription medication can be administered to a student.  Forms are available in the school’s Health Office as well as online at: www.ocsarts.net/medform
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