ARROWHEAD HIGH SCHOOL - HISTORY & PHYSICIAN PHYSICAL FORM

TO BE COMPLETED BY PARENTS OF ALL FRESHMAN & NEW STUDENTS!
Name (Last) ___________________________ (First) ________________________  (Middle Initial) _______ Birthday ___________

We always call parents phone numbers first (home, work, and cell) that were supplied on admission form.  

Emergency contacts, they should live within ½ hour and be willing to bring the student home if parents can’t be reached:   

Emergency Contacts:

Name_____________________________ Relationship _______________________Phone #________________________________

Name_____________________________ Relationship _______________________ Phone # _______________________________

	
	Yes
	No
	

	Does student have asthma?
	
	
	

	      Do they use an inhaler?
	
	
	If yes, name of inhaler:

If yes, an asthma plan must be completed. (Attached)

	Does student have diabetes?  
	
	
	If yes, a diabetic individual health plan must be completed.  Call 369-3611 ext. 4108 for a form.

	Does student have epilepsy/seizure disorder?  
	
	
	When was last seizure?

	Does student have a heart condition, elevated blood pressure, or a history of fainting with exercise?
	
	
	Please explain.

	Does student use any special protective or corrective equipment (example knee brace, retainer, hearing aid)? 
	
	
	Please explain.

	Does student have a chronic condition not listed above or a serious illness?
	
	
	Please explain.

	Does student have allergies to food, medication or bees? 
	
	
	Please list allergies.

If an EPI-Pen is needed an Emergency care plan must be completed. (Attached)

	Does student have seasonal allergies?
	
	
	If yes, please list.



	Does student take any medication?
	
	
	If yes, please list.

If medication is to be administered at school, a medication form must be completed. (Attached)


Doctor ____________________, phone number _______________ Dentist __________________, phone number _______________

If emergency treatment is required and parents, emergency contacts or the doctor cannot be reached, the school authorities may use their judgment arranging medical care.  I hereby authorize:

· The nurse, principal or other school personnel to call the physician or dentist named on this form or his/her staff associates if an emergency exists.  (This does not include release of health records.)

· Release of information to all Arrowhead High School personnel and school bus drivers.

__________________________________________________

___________________

Signature of parent/Guardian



Date

____________________________________________________________________________________________________________

TO BE COMPLETED BY PHYSICIAN!

Height ________ Weight ________ Blood Pressure ________ Pulse ________ Vision ________ Hearing _______ Scoliosis _______

List any medical conditions of significance to school:  ________________________________________________________________

___________________________________________________________________________________________________________.

Please indicate any restrictions to physical education or sports:  ________________________________________________________

___________________________________________________________________________________________________________.

Reasons  ___________________________________________________________________________________________________.

Date ___________________
Physicians signature _________________________________________________

