


Diabetes Age: 

Heart Problems Age: 

Seizures/Epilepsy 
Age: 

Yes Headaches 
No Age: 
Yes Gastrointestinal /Urinary 
No Age: 

Other: Age: 

Other: Age: 

7.Please answer "Yes" or "No" to the following.

Yes
No

Wears glasses/contact lenses (Please type month and year oflast eye exam below 
and indicate if they are currently lost or broken. below.) 
Month/Year: Lost         Broken 
Uses hearing aid/auditory trainer (Please type month and year oflast audiological 
exam and indicate if they are currently lost or broken. 
Month/Year: Lost       Broken 
Needs special procedures performed by the school nurse. (Please indicate all 
that apply. 
Toileting     Diapering Feeding    Other:
Uses a communication device. 

Uses a cane, walker or wheelchair. 

Student has a 504 plan or Special Education Plan (Individualized Education Plan, 
IEP) 

□ By checking this box, I understand that it is my responsibility to inform the school 
nurse of any current or future medical condition(s). 
I certify that this information is true and correct. I understand that presenting a 

□ false record or falsifying records is an offense under Section 37.10, Penal Code, 
and enrollment of a child under false documents subjects the person to liability 
for tuition or other costs. Texas Education Code Section25.002(d) 

Signature: 

Date: 

Yes
No

Yes
No

Yes
No

Yes
No

Yes
No
Yes
No
Yes
No

Yes
No

Yes
No

Yes
No
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