
‭Parish Hill Middle/High School‬
‭304 Parish Hill Rd.‬
‭Chaplin CT 06235‬

‭860 455 9584‬

‭2025-2026 STUDENT HEALTH INFORMATION FORM‬
‭Please complete both sides of the form and return to the School Nurse.‬

‭STUDENT:‬‭___________________________ BIRTHDATE: ___________‬‭GRADE‬‭: _______‬

‭MOTHER/GUARDIAN #1: ________________________________ Best Phone: _________________ C  W  H‬

‭Residential Address: __________________________________________ Email: _______________________‬

‭Mailing Address: _____________________________________________‬

‭FATHER/GUARDIAN #2: _________________________________ Best Phone: ________________ C  W  H‬

‭Residential Address: __________________________________________ Email: _______________________‬

‭Mailing Address: _____________________________________________‬

‭Does the student have Health Insurance? Y or N‬ ‭If yes, please complete the next 2 lines:‬
‭Name of Insured: ___________________________________‬

‭Insurance Company: ______________________________ Identification Number: ______________________‬

‭List 3 friends, neighbors, or nearby relatives who will assume temporary care of this student if you cannot be‬
‭reached:‬
‭CONTACT #1: __________________________ Relationship: ______________ Phone: _________________‬

‭CONTACT #2: __________________________ Relationship: ______________ Phone: _________________‬

‭CONTACT #3: __________________________ Relationship: ______________ Phone: _________________‬

‭Primary Physician’s Name: _________________________________________ Phone: __________________‬

‭PHYSICALS & IMMUNIZATIONS‬
‭Per Connecticut General Statutes, current Health Assessments and updated immunization lists are required to‬
‭be on file with the Nurse in‬‭7th grade‬‭and‬‭10th grade‬‭.‬‭______ (initial)‬
‭ATHLETES are required to provide a new physical assessment‬‭annually‬‭to participate. _____ (initial)‬

‭In case of accident or serious illness, the school will contact a parent/guardian. If the school is unable to reach‬
‭the parent(s)/guardian(s), I hereby authorize the school to call the above indicated physician and to follow‬
‭his/her instructions. If it is impossible to reach this physician, or in the case of emergency, the school may‬
‭make whatever arrangements necessary for the safety of my child.‬

‭Parent/Guardian: _________________________________________________ Date:___________________‬
‭Signature‬

‭Parent/Guardian: _________________________________________________‬
‭Print‬ ‭CONTINUE ON NEXT PAGE‬



‭SECTION 1: HEALTH CONCERNS‬
‭Please mark any condition(s) that apply to your student.‬
‭_____ Life Threatening Allergies/Anaphylaxis‬ ‭_____ Cardiac Disorder‬
‭_____ Asthma‬ ‭_____ High Blood Pressure‬
‭_____ Diabetes‬ ‭_____ Kidney Disease‬
‭_____ Seizure Disorder‬ ‭_____ Concussion within 1 year‬
‭_____ Migraine/Headaches‬ ‭_____ ADHD/ADD‬
‭_____ Surgery within 1 year‬ ‭_____ Mental Health DIsorder‬
‭_____ Hearing impairment/aids‬ ‭_____ Visual Impairment/glasses/contacts‬
‭_____ DAILY medications, supplements, vitamins‬ ‭_____ AS NEEDED medications‬
‭_____ Reflux/Heartburn, GI upset‬ ‭_____ OTHER‬

‭Please note allergies, medications (daily and as needed), and details of items marked above:‬

‭________________________________________________________________________________________‬

‭________________________________________________________________________________________‬

‭________________________________________________________________________________________‬

‭SECTION 2: MEDICATIONS‬
‭Please read and initial each statement below:‬

‭A.‬ ‭A current Medication Authorization form, completed and signed by the prescriber and the‬
‭parent/guardian, is required to be on file in the Health Office for‬‭all‬‭medications administered‬
‭at school. This includes emergency medications that give the student permission to self-carry‬
‭and self-administer. _______ (initial)‬

‭B.‬ ‭Medications administered at school and kept in the Health Office must be brought to the nurse‬
‭in a pharmacy labeled container with no more than a 90-day supply. This must be signed in by‬
‭a responsible adult. The student may not transport their own medicine. Any extra medicine‬
‭must be picked up by a responsible adult by the last day of school or will be destroyed by the‬
‭Nurse. _______ (initial)‬

‭C.‬ ‭According to Standing Orders, the Nurse may administer cough drops, acetaminophen, and/or‬
‭ibuprofen to students with parent permission.‬‭Do you‬‭give permission for‬‭:‬

‭a.‬ ‭Cough drops‬‭? YES _____ or NO _____ Initials: _______‬
‭b.‬ ‭Tylenol (‬‭acetaminophen‬‭)? YES _____ or NO _____ Initials:‬‭_______‬
‭c.‬ ‭Motrin/Advil (‬‭ibuprofen‬‭)? YES _____ or NO _____ Initials:‬‭_______‬

‭Is there anything else you would like to speak with the School Nurse about your student?  YES or NO‬

‭I understand that a parent or guardian will be contacted by the school nurse for any potentially‬
‭serious illness, accidents, or reoccurring medical concerns. I have completed the above portion of this‬
‭form and understand its content.‬

‭Parent/Guardian: ___________________________________________ Date: _________________‬
‭(Signature)‬

‭Parent/Guardian: ___________________________________________‬
‭(Print)‬

‭CONTINUE ON NEXT PAGE‬


