
ORCHARD SCHOOL 2010-2011 ANNUAL HEALTH QUESTIONNAIRE 

 

Child’s Name:_____________________________________   Date of Birth:_________________ 

Teacher:__________________________________________  Grade:_______________________ 

Physician:_________________________________________ Dentist:______________________ 

 

1. Has your child had a routine physical examination in the past year?          ___Yes ___No 

 If yes, date:_______________________________________________ 

 
2. Has your child had any immunizations in the past year?                    ___Yes  ___No 

 If yes, please provide an updated copy from your child’s health care provider.     

 
3. Has your child been to a dentist in the past year?  If yes, date:___________      ___Yes  ___No 

 
4. Has your child been to any other physician in the past year?                              ___Yes ___No 

         (i.e. eye doctor, ENT, allergist, psychiatrist, any other) 

 If yes, Name of doctor:______________________________________ 

 Reason/outcome/treatment:___________________________________ 

 Date of visit (most recent):___________________________________ 

 
5.   Has your child had any recent illnesses or injuries?                                         ___Yes ___No 

 If yes, what:________________________________________________ 

 
6.  Does your child have any allergies?  (i.e. food, bee sting)                      ___Yes  ___No 

 If yes, describe:_____________________________________________ 

 Treatment/medication:________________________________________ 

 

7.  Does your child have asthma?       ___Yes ___No 

 If yes, does your child have an up-to-date VT Asthma Action Plan? ___Yes ___No 

 Please provide the school with an updated Vermont Asthma Action Plan 

      (signed and dated August 2010 or later).  

                       
8.  Does your child take medication on a regular basis?                                       ___Yes  ___No 

 If yes, name of medication and dosage:___________________________ 

 Reason:____________________________________________________ 

 Time of day taken:___________________________________________ 

      

**Prescription  medication needs a written physician's order and written parental permission.   

**Non-prescription  medication needs only written parental permission. 

**All medication needs to be brought to the health office, in the original container, by an adult. 

 

9. Does your child have health insurance coverage?       ___Yes  ___No   

 Health insurance:    Private insurance    Dr. Dynasaur  

 Would you like information regarding Dr. Dynasaur?    ___Yes  ___No 

 
Parent’s Signature: _________________________________________  Date: ________ 

 

Please call or stop-by with any questions or concerns.  Thank you. 

Kara Cassani & Susan Barry 

School Nurses 

652-7303 

  


