
West Irondequoit Cent ral School District 

Confidential Student Health Information Update 

(to be completed by parent / guardian) 

Student Name       DoB Sex School Grade 

MEDICAL HISTORY:  Please check any health condition(s) that pertains to your child. 

Asthma Hearing/Ear Concern 

         Bladder/Kidney Problem Heart Problem/Murmur 

         Blood Disorder           Seizures 

         Dental Problems 

         Diabetes  

Elevated Blood Pressure

Emotional Concerns 

Fainting Spells  

Fracture/Dislocation          Injury Vision/Eye Concern

Headaches          Other 

Please explain your child’s specific needs for any checked areas: 

ALLERGIES AND TREATMENT REQUIRED:  List all specific allergens. 

Food 

Bees/Insects 

Medications 

Environment/Other 

Are these allergies Life Threatening?      Yes       No 

PERMISSION:  Please read the following three areas and include your signature as appropriate. 

I give my permission for the School Nurse to inform the appropriate Building Administrators, Faculty, Special Services, and Emer-

gency Medical Services of my child’s health information and needs. 

PARENT/GUARDIAN SIGNATURE DATE 

Please specify which additional School Personnel should be informed and instructed about your child’s health needs 

Teacher Assistant         Bus Driver         Cafeteria         Lunch Monitor         Coach         Trainer         Other  

I do not give permission for my child’s health information to be disclosed to School Personnel. 

PARENT/GUARDIAN SIGNATURE    DATE 

I have read and reviewed the Confidential Student Health Information Update Form and do not have any information to report at 
this time. 

PARENT/GUARDIAN SIGNATURE DATE 

Confidential Health Form Effective:  September through June of current school year 


	Student Name: 
	Date of Birth: 
	School: []
	Grade: []
	Specific Needs: 
	Food Allergies: 
	Bees/Insect Allergies: 
	Medications: 
	Environmental/Other: 
	At Home: 
	At School: 
	School Personnel: 
	Date: 
	Date 1: 
	Date 2: 
	Bladder/Kidney Problem: Off
	Blood Disorder: Off
	Dental Problems: Off
	Diabetes: Off
	Asthama: Off
	No: Off
	Elevated Blood Pressure: Off
	Emotional Concerns: Off
	Fainting Spells: Off
	Fract/Disloca Inj: Off
	Headaches: Off
	Sex: []
	Hearing/Ear Concern: Off
	Heart Problem/Murmur: Off
	Seizures: Off
	Vision/Eye Concern: Off
	Other  Condition: Off
	Condition: 
	Teacher Assistant: Off
	Bus Driver: Off
	Cafeteria: Off
	Lunch Monitor: Off
	Coach: Off
	Trainer: Off
	Other: Off
	Yes: Off


