Student Name ______________________________Date of Birth _________
MARESA Transition Program Health Form

	Health History
	
	
	

	Does the student have any of the following diagnosed conditions:
	Yes
	No
	If yes, please provide details as it relates to school. Safety for our students is our priority. 

	1. Severe allergies requiring Epi Pen administration
	
	
	

	2. Minor allergies or reactions
	
	
	

	3. Asthma, hay fever, or wheezing 
	
	
	

	4. Diabetes (type 1 or type 2)
	
	
	

	5. Epilepsy/seizures/convulsions
	
	
	

	6. Eczema or frequent skin rashes
	
	
	

	7. Heart condition
	
	
	

	8. Fainting
	
	
	

	9. Frequent colds, infections, sore throats, earaches ( >4 / year)
	
	
	

	10. Trouble passing urine or bowel movements
	
	
	

	11. Shortness of breath
	
	
	

	12. Speech problems
	
	
	

	13. Menstrual Problems (if applicable)
	
	
	

	14. Dental problems.  Date of last examination
	
	
	

	15. Has your child had chickenpox?
	
	
	

	16. Surgeries or hospitalizations
	
	
	

	17. Hearing or Vision Problems
	
	
	

	18. Other
	
	
	

	
	
	
	


Does the student take any medication regularly (Over-the-Counter or Prescription)? Yes________ No_________
If yes, please list medications that would be given in school or at any school related activities (Please complete a Medication Consent form as provider orders are required if medications are given during school activities)
1. _____________________________________________

2. _____________________________________________

3. _____________________________________________

4. _____________________________________________
IMMUNIZATIONS MUST BE UP TO DATE FOR SCHOOL ATTENDANCE
Parent/Guardian Signature ________________________________Date ___________

Students Provider (Doctor) Name: __________________________________________________





Phone Number: _____________________ Fax Number (if known): ____________________
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