
                            Faith Lutheran Jr./Sr. High School                             
Student Health Record 

2010-2011  
 

Name __________________________________________ Sex:  M   F    Date of Birth _________________ 

Home Phone ___________________________ Parent’s Cell Number ______________________________ 

Father’s (Guardian) Name ____________________________________ Work Number ________________ 

Mother’s (Guardian) Name ___________________________________ Work Number ________________ 

Emergency Contact _________________________________________ Phone Number ________________ 

Health Problems 
 

Health Issue Yes No Health Isssue Yes No 
Diabetes: Type1/Type 2   Seizures-Type   
Hypoglycemia   ADD/ADHD   
Lung Problem   Bipolar Disorder   
Asthma/Reactive Airway Disease   Autism/Asperger’s   
Heart Problems   Depression/Anxiety   
Hearing Problems/Hearing Aid   Orthopedic Problem   
Neurological Disorder   Visual Impairment   
Skin Disorder   Glasses/Contacts   
Bleeding Disorder   Migraine/Cluster Headaches   
Endocrine Disorder   Gastrointestinal Problem   
Other      
 
Explain any Health Problems Checked Above 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
Potential Severe Reaction to  __________________________________________________________________ 
__________________________________________________________________________________________ 
   Emergency medications such as an EpiPen or Benadryl must be provided by the parent/guardian. 
Environmental Allergies or Hypersensitive to - ___________________________________________________ 
_________________________________________________________________________________________ 
Allergies to Foods:  _________________________________________________________________________ 
Allergies to Medication: _____________________________________________________________________ 
Allergies to Other: __________________________________________________________________________ 
 
Taking Medication?  Yes    No                          Is medication needed at school?      Yes    No 
If “Yes” Name of Medication                         Prescribing Doctor  Dr’s Phone Number 
 
__________________________________________________________________________________________ 
 
Able to take PE?   Yes   No    Reason ___________________________________________________________ 
 
Parent Signature ___________________________________________ Date __________________________ 
 



Faith Lutheran Jr./Sr. High School 
Medication Policy 

 
Prescription Medication 
 
The health office must be notified when a student is required to take prescription medicine during school 
hours.  All prescription medication must be brought to the health office and a medication consent form must 
be filled out and signed by a parent/guardian.  Medication bottles must have the pharmacy’s original label 
on it.  It is the student’s responsibility to come to the health office to take medication.  The student will be 
given a pas to come to the health office at the prescribed time.  The health office must be informed of any 
contagious or infectious conditions with proper documentation from a licensed physician. 
 
 
Non-Prescription Medication 
 
Faith is not responsible for student use of non-prescription drugs.  Due to liability, the health office will only 
provide a student with over-the-counter medications only if a signed doctor’s order is on file in the health 
office.  Parents may bring in the medication to be stored in the health office. Any medication brought in 
must be in the proper container and labeled with the students name.   
 
Students cannot carry medications in their backpacks, purses, pockets, etc. 
 
Exceptions to these policies would be if a student needs to carry an inhaler or a life-saving device (such as 
an anaphylactic kit).  Students are required to have a doctor’s order stating such on file in the health office. 
 
 
Please sign below stating that you have read and understood the above policy. 
 
 
 
 
 
Parent Signature                                                                                             Date   ____________________                                         

 


