


WHITKO COMMUNITY SCHOOL CORPORATION  

2020-2021 STUDENT HEALTH HISTORY  

NAME: _____________________________________     SCHOOL:      PES      SWES     WJSH   
DATE OF BIRTH: __________________   GRADE: _________ 
PARENT OR GUARDIAN: ____________________________________ 
HOME PHONE: _______________________   CELL PHONE: ___________________________ 
DOCTOR NAME: __________________________ 

HEALTH INFORMATION Please check any area that applies to your student and explain on the line following.  

❏ Medically diagnosed severe life threatening allergy: ____________________________ 
❏ Allergy causing ER visits from insects, plants, or food: __________________________ 
❏ Doctor restricted foods or diets: _____________________________________________  
❏ Heart diagnosis: ________________________________________________________  
❏ Respiratory diagnosis: ____________________________________________________  
❏ Other medical conditions that have been doctor diagnosed: ______________________.  
❏ Medications taken at home _________________________________________________ 
❏ I give permission for this information to be shared with the school staff and emergency staff that might 

have direct contact with my child.  
❏ I give permission for school staff to care for and to meet the immediate health needs of my child.  
❏ I give permission for school staff to update the Indiana State Department of Health's Children and Hoosiers 

Immunization Registry Program (CHIRP).  

OVER THE COUNTER MEDICATIONS The following over the counter medications are available at Whitko 
Community School Health Clinics. I give permission for my child to receive the following over the counter 
medications if needed. I understand the medications will be given in accordance with the manufacturer's label 
directions. Medications that are crossed off the below list will not be given to your child without permission.  

Parent/Guardian Signature: ____________________________________________  Date: ________________________ 

MEDICATION TREATMENT

Benadryl (Liquid or Tabs) Allergic Reaction

Tylenol (Acetaminophen: generic for Tylenol) Pain Reliever/Fever Reducer

Ibuprofen (Liquid or Tabs) Muscle Aches/Menstrual Cramps

Bacitracin Ointment External use for Minor Cuts and Scrapes

Hydrocortisone Cream (1% with Aloe) Pain/Itch Skin Irritations

Caladryl Lotion External use for Pain/Itch Irritations

Insect Sting Swabs External use for Pain/Itch Bites



OVER THE COUNTER MEDICATION: Medication sent from home must be in the original container and the label must be 
intact. A parent note (given to school/nurse) must list the student's name, the medication name, and dosage before the 
medication will be given.  

PRESCRIPTION MEDICATION must be in the original bottle from the pharmacy. Ask the pharmacist for a separate bottle if 
to be taken during school hours. The Prescription Label must be in place listing the student's name, medication name, 
dosage, prescribing doctor and date. A parent note (given to school/nurse) n the responsibility of the person bringing in the 
medication to verify, by signature, how many pills, tabs, or any other measurement of medication that is being turned over to 
the nurse, front office staff or other Whitko Community Schools representative..  

PRESCRIPTION MEDICATIONS TO BE TAKEN AT SCHOOL  

Medication Name: _______________________________  Start Date: _______________ Dosage Time: _______________ 

Parent/Guardian Signature: ____________________________________________  

PRESCRIPTION MEDICATIONS TO BE TAKEN AT SCHOOL  

Medication Name: _______________________________  Start Date: _______________ Dosage Time: _______________ 

Parent/Guardian Signature: ____________________________________________  

PRESCRIPTION MEDICATIONS TO BE TAKEN AT SCHOOL  

Medication Name: _______________________________  Start Date: _______________ Dosage Time: _______________ 

Parent/Guardian Signature: ____________________________________________  

PRESCRIPTION MEDICATIONS TO BE TAKEN AT SCHOOL  

Medication Name: _______________________________  Start Date: _______________ Dosage Time: _______________ 

Parent/Guardian Signature: ____________________________________________  






