Celina Independent School District – Health Services

Health History-Emergency Procedures

    Name__________________________________DOB___________________Sex________Age______Grade______

    Mailing Address______________________________________________Email________________________________
    Health History (check all that apply)

     ___Asthma*   ____Diabetes*   ___Seizure disorder* ___Glasses/contacts ___Frequent ear infections  ____Hypertension  ____Headaches   

    ___Bleeding disorder ___Heart Defects/disease  ___Emotional Disturbances  ___Seasonal allergies/list medications_________________________

    Severe Allergies requiring Epi-Pen* or Benadryl* (Be Specific)______________________________________________________________________

    *Anaphylactic reactions/diabetes/asthma/seizure disorders require an emergency action plan be on file at your child’s campus.


     Disabilities, diseases, recurring (chronic) illness__________________________________________________________________________________

    Current medications________________________________________________________________________________________________________

    Physician Name______________________________________________________Telephone_____________________________________________

    Dentist/Orthodontist__________________________________________________Telephone_____________________________________________

    Dates of recent operations, serious injuries, hospitalization or psychiatric counseling_____________________________________________________

    Any other important health information_________________________________________________________________________________________

    Please PRINT full name of mom/guardian_______________________________________dad/guardian_____________________________________

    Please list names/grades of siblings on other CISD campuses: 1)_______________________________2)_____________________________________

    3)____________________________________ 4)____________________________________ 5)__________________________________________

   In case of emergency, accident or serious illness, please contact by phone in the following order (number in order of preference):

    ____      Home Number _____________________________________________________________

    ____     Mom’s Number   work_________________________  cell___________________________

    ____     Dad’s Number    work__________________________ cell___________________________

    ____    Friend/Relative   name_________________________ work____________________ cell____________________

  I authorize the school to contact the person named on this form and the above named heath care providers to render such treatment as may be necessary in an emergency of said child.  In the event that parents, physicians or other   persons named cannot be contacted, school officials are hereby authorized to take whatever action is deemed necessary for the health and safety of the above child.  My signature also gives the ER/family physician permission to speak with the licensed nurse assigned to my child’s campus.  I will not hold the school district financially responsible for emergency care and/or transportation.

 ___________________________________________________________________          ____________________________

 Parent/Guardian Signature                                                                  Today’s Date

