
 
171 Watson Road 
Dover, NH 03820 

 
STUDENT HEALTH HISTORY 

 
Parents: Please complete this form and return along with up-to-date immunization/physical record from physician 

 
Student Name ___________________________________________________________________________ Grade ____________________ 
 
Allergies ___________________________________________________________________________________________________________ 

 
Previous illnesses, with dates: 
Chicken pox ________________ Bronchitis  ________________ Arthritis  ________________ Scarlet Fever  ________________  
Pneumonia  ________________ Jaundice  ________________ Sinus Infections  ________________ Hay Fever  ________________ 
Meningitis  ________________ Seizures  ________________ Diabetes  ________________ Strep Infections  ________________ 
Orthopedic  ________________ Fractures  ________________ Scoliosis  ________________ Eczema  ________________ 
Tonsillitis  ________________ Ear Infections  ________________ Tubes in Ears  ________________ 
 
Operations and Injuries: 
Please list any operations or injuries with dates and results: _____________________________________________________________________________ 
______________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________ 
 
Does your child have any health/medical/emotional or social problem we should be aware of? ___________________________________________ 
______________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________ 
 
Does your child take any medication ____________ If so, what? ___________________________________________________________________________ 
______________________________________________________________________________________________________________________________________ 
 
*If your child should need to have any medication during school hours, you will need to have the proper form filled out and signed by your 
physician. Please ask someone in the office for the form.  
 
 
 
 
______________________________________________________________________________________________________________________________________ 
 

MEDICATION ADMINISTRATION PERMISSION 
 
The office will stock the following medications and will administer those checked off by a parent or guardian. These will be administered 
according to the package directions at the discretion of the school administration. This form will be in effect for the current school year. 
Please place an “X” in front of those medications the staff may administer to your child:  
 
__________ All medications listed below 
 
__________ Tylenol/Generic Acetaminophen for pain, headache, or fever 
 
__________ Bacitracin ointment or generic to wounds 
 
__________ Caladryl lotion for minor upset stomach 
 
__________ Hydrocortisone cream ½% for minor rash or insect bites 
 
__________ Mylanta, Tums or generic for minor upset stomach 
 
__________ Throat lozenges/cough drops for minor sore throat or cough 
 
__________ Please put an “X” here if you wish to be contacted before your child is given any medication 
 
*Note: If a parent/guardian requests administration of non-prescription medication not noted in the above list, the mediation should be 
brought to the office in the original container, by a parent/guardian and the ‘Prescribed Medication Form’ should be signed.  
 
Parental Permission 
 
I, the parent/guardian, authorize the school administrator to direct members of the school staff to assist my child in taking the above 
medication and agree that I will not hold liable, any member of the school staff or an individual of official capacity who is directed by me 
(parent/guardian) and the school administrator to assist my child in taking said medication.  
 
 
__________________________________________________________________________________        _______________________________________________ 
                                                          Parent/Guardian Signature             Date 

 
 


