WHS Health Form

Student Name: _________________________________________ DOB: _________________

Allergies: _____________________________________________ Epi-pen?: ______________

Medical Conditions: ____________________________________________________________

Medications taken at home: ______________________________________________________

Medications taken at school: _____________________________________________________

Doctor’s Name: _____________________________ Doctor’s Phone: ____________________

I give permission for the following non-prescription medication (or generic equivalent) to be administered by school nurses (check all that apply):

	Tylenol _____     
	Ibuprofen _____
	Antacid _____

	Antihistamine _____
	
	Throat Lozenge _____



Parent/Guardian print: __________________________________________________________
Phone: ______________________________________________________________________

Parent/Guardian signature: ___________________________________ Date: ______________
