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Nursing Services Form



STUDENT NAME: 	STUDENT'S DATE OF BIRTH: 	
STUDENT'S SCHOOL: 		STUDENT'S GRADE: 	
Please check below if your child has been diagnosed by a physician with any of the following medical issues:

	*ADD/ADHD
	
	*Food Allergies
	

	*Asthma
	
	*Heart Defect
	

	*Bowel Disorder
	
	*Kidney Disorder
	

	*Deaf or Hard of Hearing
	
	*Mental Health
	

	*Diabetes
	
	*Migraines
	

	*Eating Disorder
	
	*Seizure/Epilepsy
	




*PLEASE PROVIDE A WRITTEN DIAGNOSIS FROM YOUR CHILD'S PHYSICIAN AND A CARE PLAN FOR CARE AT SCHOOL IF YOU CHECKED ONE OF THE ABOVE CATEGORIES.

Does your child take any medications? If yes, please list:


Please list any medication allergies:


Please use the space below to describe any additional medical concerns that are not listed above:


If you have a dietary restriction request on behalf of your child NOT based on a medically documented allergy then email LCSCFoodService@leb.k12.in.us and provide details of the request.

By signing your name below, you are acknowledging that you have read and completed the above information. I give my consent for this information to be shared with my child's teacher or other school personnel as necessary, using as much confidentiality as possible.


Parent/Guardian Name: 	Date: 	 _
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