CHICO UNIFIED SCHOOL DISTRICT
1163 E. 7" Street, Chico, CA 95928

SCHOOL: PHONE: FAX:

REGISTRATION HEALTH RECORD

Name of Pupil

Sex Date of Birth Place of Birth
Pupil’s Address Home Phone
Father’s Name Daytime Phone Cell/Pager
Mother’s Name Daytime Phone Cell/Pager
Guardian’s Name Daytime Phone Cell/Pager
Number of children living athome _ Child lives with: Both parents___ Father _ Mother __ Guardian___

Please check appropriate response for each condition listed below:

Yes No Head Age Yes No Eye
Concussion Glasses Full time [] Reading Only []
Tendency to faint Contacts
Convulsions Yes No Ear, Nose, Throat, Mouth
Recurrent headaches Hearing loss
Difficulty with speech
Yes No Special Needs
Epilepsy: Type: Grand Mal [] Petit Mal [] Other []
Diabetes: Insulin Dependent?  Yes [] No []
Asthma: Inhaler Needed? presalE] No []
Bee Sting reactions other than mild local swelling EpiPen Needed? Yes [] No []

Allergic reaction to medicine or food. If so, please list:

Heart Condition (specify):

According to the Education Code, parents are required to inform the school if their child is on routine

medication.
Name of Medications(s):

Medication is taken at: Home []  School [ ] Home and School [] If medication is brought to school and/or carried on your
student’s person, proper paper work is required and mandatory to have on file in health office. Please contact school health office for

forms and information.

List any special health problem or physical disability that should be brought to the attention of the school nurse or teacher:

Family Doctor:

My child has had Special Services in a previous school. Yes  No__ Please circle: Speech, Special Day Class, Resource Program,
Psychological Testing, Adaptive Physical Education, Other:

PLEASE TURN OVER AND COMPLETE PAGE 2

Signature of Parent or Guardian Relationship Date

If guardian, have guardianship papers been completed: Yes ~ No__
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