Killingly Public Schools Health Department
St James School
Yearly Update Health Information Form
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Date of Birth: SRS Femle Gradoentem__,. i
Address: AT . SRS St e L L
Father/Guardian Name: Homes# _Celi#

Mother/Guardian Name: __ Homedt ) Celi# s
Email Address: AR, o NSO (D S e U

With whom doss tho student live? s

is this a change since lastyear? __ Yes = No

Siblings and ages: = i o ORI cocunel oo 5 oy g RSB

Please chack If your child had a specisiized pian for medical or sducational mamgomom last year:
IEP 564 ____IHP Explain: i

Does ycur child have health Insurance? Yes Ne
Heslth Insurance Carrier: _ Husky  BC/CS___HeathNet . Other
Pollcy # ___ 4

Date of Last Physical Exam: Name of Family Doctor:
Date of Last Dental Exam: o ______Name of Family Dentist:

immunizations up to date; Yes _____No
List any new immunizations since last year:

—

Hasyowehidhadanyaecudemsotopembomshoohstyear?___ ZEEN
Explain if yes: £ — PR S SR PON Oy T

Plaass identify any SEVERE ALLERGIES AND REACTIONS: *If YES, ALLERGY ACTION PLAN i noeded

| Allergies ~ [Type - X '.Rga_c_t_tgnpmmm e
| LI Medication_ : , S
|| Environment T e e e
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Please state name of medications that should be administered at school in case of SEVERE ALLERGIC
REACTION: : A T sy

Ty — e — o ——

172009 #* Dlazse furn page over and fill out the back sics of form™™




Dovs your child have Asthma? SN o = RYES, ASTH#MA ACTION PLAN is neeted.
Is this a new diagnosis since fastyear? ___Yes____No

Please chack type of trigger for Asthma: finess  Allergy ___ Fxarcise ___ Cold Air
Ulaane describe your chlid’s Asthmz symptoms: g e
Hames of medications (dosags and frequency) givenathome: __ .. ... -

Hasyomchi:dhadorbewdiagnosedwimmaiﬂtetowngz Piease check if yes.

___ ADD or ADHD ____Measies
Bronchitls . Migraina Headaches

___Cancer ____MRSA
___ Chicken Pox __ Mumps
__ Constipaticn (clironic) ___ Pneumonia
... Diabetes . Polio
_____ __Ear infections {chronic) ____ Rheematic Feve:

. Ear tubes ____Scavist Fever
... Eczema ___Seizure

____Heart Dissase . Stomati aches (ciivonic)
~_incontinence {Pladdor or bowal) ____Step Thraat

______Lyme Disease _____Tuberculosis or contact
e O AT PO e e e T oy e

Does your chiid wear glasses” Yes ___No
Glasses should beworn for: ____ Reading Distance . Fuli time wear

Does your child have any physical Iimluﬁonswmtiicﬁomw:cﬁvﬁﬁ By | jeuse]

If yes, please expiain:

Does your child take any medication on 2 dally basis: __ 2L R

If yus, please cascribe:

Name of medication o Dossge_ . Famsom__ .

Please list, with details, any other - e mgarﬂin{:mur child fhat you fee! school pets’ anel shouid »e
aware of:

Parent | Guzrdian's Signature e
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