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State of Connecticut Department of Education
Health Assessment Record

Tu Parenl or Guardian:

In order to provide the best educational experience, school personnel must understand your child’s health needs, This form requesls

intormation from you (Parl T) which will also be helpful 1o the health care provider when he or she completes the medical evaluation {Part 1),

Slate law requires complete primary immunizations and # health assessment by & lepally qualified practitioner of medicine, an

adhvanced practice registered nurse of registered nurse, a physician assistant or the school medical advisor prier to school entrance in
Connecticut (C.G.8. Secy. 10-204a and 10-206). Animmunization update and additional health assessments are required in the 6th or 7ih
grade und in the rth or Flth prade. Specific grade level will be determined by the local busrd of education.

Please print

MName of Student (Last, First, Middle) Soxial Security Mumber Birth Date Sex

Acldress (Sieel

Race/bthoiciry
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Nurne ol ParertfChiardian (Losl S, Middie)

Health Care Provider Health Insurance Company,Number® or Medicaid/Number®
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1 your child does not have haalth insuranee, call TETHCT HUSKY

Part 1 — To be completed by parent
Important: Complete Part I before your child is examined.
Take this form with you to the health care provider’s office.

Please check answers to the following questions in columns on the left,
(Explain all “yves™ answers in the space provided below.)

Do yon hivee any concerns about wour child's general leulll (overall cuting and sleeping hahits, téeth, &te,

Hasvour child been diagnosed with uny chronic disease  Diasthma 2 dinbetec U seizore disorder O other

Does your child have any dlleroies (food, insscis, medication, litex, ete.)?

Dioes your child rake any medications (daily or occasionully)?

Does vour child have any prollems with vision, heuning or speech (glasses, contacts. ear tubes, hearing dids)?

Has your child hud any hospitalizanon, operation, major illness of injury, of significunt sevident? { Please specify,)

In the last 12 months, has your child experienced any difficulty with wheczing, excessive coughing or excessive night waking?
{Fleaze specify )

B the Just 12 months, his your child expenenced any difficulty with excessive weight loss or weight gain, ur excessive Uirst or
urnation? (Please specify.)

Boes your child have health insurance? (If your child docs not have health insorance: call 1-877-CT-HUSKEY)

Daes your child have dentsl msurmee?

Would you like to discass anything abowt vour child’s health with the school nurse?

Please explam any “ves” answers here. For illnesseefinjunies/eic,, include the vear and/or your child's age ol the time,

I give permission for release of information on this form for confidential use in meeting my child’s health and educational needs-in sehool.

Signature of Pareny/Guaardhan Dale

HAR-Z AEY, 4moos To be maintained in the student's Cumulative School Health Record



