
Aitkin Public Schools 

Annual Health Update 

(Please print off and complete both pages of the form) 

 

Complete one form per child in your household. Please be thorough. This information is important for providing a safe and healthy 

environment for your child, pertinent health information will be shared with school staff that works directly with your child. 

 

Student Name____________________________________________  DOB _________________   M/F Grade_____________ 

 

Health Care Provider and Clinic___________________________________Phone ___________________Last Exam___________ 

Specialist and Clinic____________________________________________Phone ___________________Last Exam ___________ 

Dentist and Clinic______________________________________________Phone ___________________Last Exam ___________ 

Eye Care Provider and Clinic_____________________________________Phone____________________Last Exam____________ 

 

Medical History (check all that apply) 

___Asthma 

___Hay Fever 

___Diabetes 

___Frequent Nose Bleeds 

___Heart Condition 

___Speech Problems 

___Vision Problems 

___ Fainting Spells 

___Orthopedic Conditions 

___Physical handicap 

___Menstrual Problems 

___Frequent StomachAches 

___Bleeding Disorder 

___Eczema 

___Sickle Cell 

___Color Blindness 

___Kidney/bladder problems 

___Mental health diagnosis 

___Dental Problems 

___Frequent Headaches 

___Frequent Sore Throats 

___Anorexia/Bulimia 

___Seizures/Epilepsy 

___Convulsions with Fever 

___Hearing Problems 

___AIDS/HIV 

___Emotional/Behavioral Concerns 

   ___Other (Please use back if needed) ________________________________________________________________________ 

 

If you marked any of the above, please explain___________________________________________________________________ 

 

Allergies (check all that apply)    ____Plant   ____Food  ___Drugs   ___Animals   ___Bee/insects    ___Other 

Please describe the specific trigger, reaction and interventions that you have found to be helpful:_____________________________ 

__________________________________________________________________________________________________________ 

 

Medication 

Is medication needed for any condition: At home? ___Yes__No At School?____ Yes__No 

 

Please list name, amount and time of day (use back if needed)_____________________________________________________ 

_______________________________________________________________________________________________________ 

If medication is to be disbursed at school, pleases complete the “Parent Request for School Personnel to Dispense Medication for 

Minors” form.  This can be found on the school website at http://www.aitkin.k12.mn.us/ Click on District – School Nurse – 

Medication Policy or you may contact the office for a form. 

 

Other Medical Information 

 

List any operations, injuries, hospitalizations, or prolonged illnesses with dates_________________________________________ 

________________________________________________________________________________________________________ 

 

Please describe any restrictions or modifications needed (Gym, sports, diet, etc.)________________________________________ 

________________________________________________________________________________________________________ 

Does your child wear glasses? __Yes__No  Contact Lenses? __Yes__No 

 

Please list any other information that you feel will help the school staff to better understand and work with your child (use the back if 

needed)__________________________________________________________________________________________________ 

 

Parent/Guardian Release of Information and Consent 

The information on the front and back of this form may be released to school personnel as needed to provide a safe and healthy 

learning environment for my child. My child has permission to be administered minor first aid on school grounds during the school 

day by school personnel.  The school may share vaccination information back and forth with area clinics and public health. 

 

Parent/Gaurdian Signature_________________________________________________Date___________________________ 

 



Aitkin Public Schools 

Annual Health Update 

(Please complete front and back of form) 

 

Use this side of the page to go into greater detail about any of the questions on the other side of the page: _______________________ 

 

____________________________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 

 

 

 

Basic first aid will be provided for your child.  Medical referrals may be made.  911 will be called in the case of an emergency.  The 

following products may be used while providing First Aid. Please check any product that your child cannot come in contact with: 

 

___Sterile saline-eye and wound irrigation 

___Clinical Care Wound Cleanser – Benzethonium chloride 0.1% 

___Caldyphen lotion – Promoxine HCL 1% /Zinc Acetate o.1%/-skin itching and irritation 

___Rubbing alcohol 

___Hydrogen Peroxide 

___Triple Antibiotic Ointment – Polymyxin B Sulfate/Bacitracin Zinc/Neomycin Sulfate 

___Jergens lotion – dry skin 

___Starburst mints may be offered to help soothe a sore throat or stomachache.  All other over the counter 

medications including cough drops and pain relievers must be provided by the parent/guardian along with necessary 

consent. 

 


