




Bishop John King Mussio Central Elementary School 

K-5 Health Record 

Child’s Name__________________________________________________________ M___ F____ 

Date of Birth_______________________ 

Physician ________________________________________________Phone __________________ 

 

PAST MEDICAL HISTORY 

Hospitalizations__________________________________________________________________________________ 

Surgeries________________________________________________________________________________________ 

Chicken Pox  YES NO         Date_____________ 

Seizure Disorder  YES   NO if yes, please explain_________________________________ 

 

CURRENT MEDICAL HISTORY 

Asthma (please circle) YES  NO  Medications___________________________ ________ Inhalers__________________________ 

Allergies___________________________________________ What type of reaction__________________________________________ 

Bee Stings________________________________________ What kind of reaction___________________________________________ 

Current Health Conditions_________________________________________________________________________________________ 

Current Medications ______________________________________________________________________________________________ 

 

Prescribed medication that needs administered during school requires a form to be 
completed by the physician 

             
Frequent Colds YES  NO                                         Frequent Ear Infections YES   NO 

Frequent Sore Throats YES  NO   Frequent Stomach Aches   YES  NO 

Hearing Difficulties  YES   NO   Speech Problems  YES   NO 

Vision Difficulties  YES  NO   Wear Glasses  YES   NO 

 

Name of Eye Specialist_____________________________________  Date of Last Exam _________________________________ 

Physical limitations _____________________________________________________________________________________________ 

 

 

 

PLEASE ATTACH IMMUNIZATION RECORD TO THE BACK OF THIS 
FORM 
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