Moberly Public Schools       Student Health Registration Form         2011-2012 School Year
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Did your child receive a dental exam in the last 12 months?  Yes___ No___ Don’t know____  (if no, date of last exam:__________) 
Describe the condition of your child’s teeth?  Good ____ Fair ____ Poor ____ Don’t know ____ 

In the past 12 months, did you have problems obtaining dental care for your child?  Yes ____ No____ 

INSURANCE 
Does your child have medical insurance coverage?  Yes ____ No ____ Don’t know ____ Name of provider____________________ 

Does your child have dental insurance coverage?  Yes ____ No ____ Don’t know ____ Name of provider____________________ 

Does Medicaid (Mo HealthNet) insure him/her?  Yes ____ No ____ Don’t know ____   
MY CHILD HAS NO HEALTH CONCERNS:    ____________
MEDICAL HISTORY 
Have you ever been told by a physician or health care professional that your child has: 

____ Asthma (complete Asthma Health History form) ____ Seizure disorder (complete Seizure Health History form)

 ____ Bleeding disorder  ____ ADD/ADHD ___ Head Injury/Concussion ___Autism  ___Cystic Fibrosis ___ Sickle Cell Trait
____ Diabetes (complete Diabetes Health History form)1  ____ Bone/muscle disease  ____ Skin condition  ____ Learning disability 

____ Heart condition ____ Mental health condition (i.e., depression, anxiety, eating disorder)       ____ Other___________________ 

____ Surgery, explain: ________________________________________________________________________________

____ Nose bleeds ____ Frequent ear aches ____ Overweight/underweight for age  ____ Physical disability ____High Fevers 104+ 

____ Poor appetite ____ Frequent stomach aches ____ Frequent headaches/migraines ____ Fainting spells 

Student Name __________________________________Date of Birth___________ Male/Female_____ Grade____ School_________

This questionnaire is designed to aid school staff in anticipating any health concerns that might affect your child’s safety or learning. 

____ Frequent sore/strep throat  ____ Emotional or behavioral concerns   ____ Other___________________   

 Are there any illness, injury, health, behavioral or emotional condition(s) that may effect your child’s performance at school?____    if yes please explain, ________________________________________________________________________________________
Would you like to be contacted by your child school’s  ___ Nurse___Resource Coordinator ___Counselor? 

LIFE-THREATENING CONDITIONS  (*if yes, please discuss with school nurse)
Does your child have a life-threatening health condition?  Yes     No     _Describe:                                                                                 

ALLERGIES (Complete Allergic Reaction/Anaphylaxis Healthcare Action Plan)
Please describe the allergic reaction and the treatment for each checked allergy:________________________________________                     

Do you plan for your child to receive school prepared meals?  Yes ____ No ____         

Will your child require food substitutions?  Yes** ____ No ____         

**The Medical Statement for Student Requiring Special Meals form must be completed and signed by a physician to allow food substitutions. 

MEDICATION 
Does your child take any medication?  Yes ____ No ____ If yes, name of medication(s): ____________________________________      

SPEECH/LANGUAGE  
Do you have concerns about your child's speech and/or language?  Yes ____ No ____  

Do others have difficulty understanding your child?  Yes ____ No ____ If yes, please explain                          
MEDICAL 
Does your child have a doctor or nurse practitioner?  Yes __ No__             Well Child Exam in the last 1 yr_____ 2yr ______ 
Name of child’s doctor or nurse practitioner________________________________________Phone#_______________________

DENTAL 
Does your child have a dentist?  Yes ____ No ____ Name of child’s dentist _______________________  

Does your child experience any of the following? 
Plants ______   Animals ______   Food ______   Molds ______   Drugs ______   Bees ______   Other    _________________ 

Purpose:___________________    Will medication be needed at school?  Yes1____ No____ 

AUTHORIZATION FOR EMERGENCY MEDICAL TREATMENT 
In accordance with the Board of Education policy, parents will be notified as soon as possible in case of serious illness or injury.  If either I or an authorized emergency contact person cannot be reached at the time of a medical emergency, I authorize and direct school staff to send my child to the most easily accessible hospital or physician.  I understand I will assume full responsibility for payment of any transport or emergency medical services rendered. Parents who do not wish their child cared for in accordance with established school protocols and policy should indicate this in writing to: Superintendent of Schools; 926 KWIX Road, Moberly, MO 65270
Do others have difficulty understanding your child?  Yes ____ No ____ If yes, please explain    

HEARING/VISION 
Do you have concerns about your child’s hearing?  Yes ____ No ____   Does your child wear hearing aids?  Yes ____ No ____ 

Do you have concerns about your child’s vision? Yes ____ No ____   Does your child wear glasses or contacts?  Yes ____ No ____  

 My signature below verifies the above information to be accurate. I permit the school nurse to share information with school staff and the child’s physician or nurse practitioner as deemed appropriate by the nurse, to provide for my child’s health and safety.
Parent/Guardian Signature ________________________________________________________ Date ________________   









