
QUAKERTOWN COMMUNITY SCHOOL DISTRICT 
 

 
Student Name: _______________________________ Grade______ 
 
 
1. Within the past year, has your child experienced a serious illness 

or injury? (Circle answer) 
Yes ___  No ___ 

 If yes, please explain: 
 
2. Within the past year, has your child required ongoing treatment 

or surgery? (Circle answer) 
Yes ___  No ___ 

 If yes, Please explain: 
 
3.  Does your child have any of the following: Please circle all 

that  apply: 
      ( ) Asthma  
      ( ) Attention Deficit Disorder/ADHD   
      ( ) Diabetes  
      ( ) Heart Murmur   
      ( ) IBS (Irritable Bowel Syndrome)  
      ( ) Seasonal Allergies 
      ( ) Seizure Disorder 
 ( ) Other _______________________________ 
 
4. Does your child require any restrictions in physical education? 

Yes ___  No ___ 
 

Permission to wear glasses during PE class 
 Yes_____ No_____  N/A_____ 
 
 
 
 

5. Is your child presently taking any medication? (Either at home 
or in school) Require an inhaler? (Either daily or on an as 
needed basis) (Circle answer) 

Yes ___  No ___ 
 

 If yes, please complete: 
 Name of medication: 
 Dosage and time given: 
 Reason for medication: 
 
6. Has your child had a SERIOUS ALLERGIC reaction (required 

Hospitalization or Emergency Room Care? Please check all 
that apply: 

 
( ) Food: Please list _______________________________ 
 
( ) Insect Stings: List Treatment 
____________________________________________ 
Did a doctor prescribe and EpiPen? Yes    No 

 If yes, provide an EpiPen for in-school use) 
( ) Other _________________________________ 

 
7. May #’s 3-6 be shared with staff in a health concerns list? 

( ) Yes ( ) No 
 
8. List any additional health concerns and/ or information on 

the reverse side. 
 
 

The school doctor has written standing orders for the following medications to be given by the school nurse, should the need 
arise.  
 
Please place a check in the box for each medication that your child may be given and sign your signature. 
 
(  ) Tylenol           (  ) Ibuprofen/Advil/Motrin          (  ) Antacid Tablet (Calcium tablet)           (  ) Benadryl (for emergent use only) 
 
(  ) Aloe       (  ) Anbesol (  ) Burn cream/spray (  ) Caladryl  (   ) Hydrocortisone cream  
  

(  ) Refresh Eye drops       (  ) Sting Relief  
 
  
 
 

(  ) Check here if you do not wish to have any of the above medications administered to your child. 

(  ) My child is allergic to the following medications: __________________   (  ) my child has no known medication allergies. 

Parent Signature for medications 

 ____________________________________________ 
 


