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HOUSTON INDEPENDENT SCHOOL DISTRICT 

HEALTH INVENTORY 

SCHOOL DATE 

TEACHER SCHOOL LAST ATTENDED 

Please fill in this form and return to the teacher or nurse.  The information given on this form will help the school staff 
to have a better understanding of your child’s health needs: 
Name                                              Sex  Birthdate    Birth weight 
Address       Phone 

Have you ever been told by a doctor that your child had: 
Age 
First 

Identified

Under Doctor’s 
Care? 

Age 
First 

Identified

Under Doctor’s Care? 

Asthma Bone/Joint Problem 
Allergies Rheumatic Fever 
Blood   Disorder Surgery/Fractures 
Diabetes T. B. Disease 
 Epilepsy/Seizures Hearing Loss 
Heart Disease Vision Loss 

  Kidney Disorder Severe Menstrual Cramps 
  Cancer Eating Disorder 

Please check if you have observed any of the following in your child: 

Signature 

Tires easily  Earaches Wheezing, shortness of breath with exercise 
Frequent headaches  Difficulty making friends Nail Biting 
Fainting   Coughs frequently at night Restlessness 

Has your child been seen by a doctor for any of the above?  Yes No 

Is your child on any kind of medication?     Yes   No 
If so, what? 
For what condition? 
Further comment 

Please see the School Nurse (or School Principal) if your child has other needs or is: 

A pregnant or parenting teen
     and/or 

Has a severe life-threatening food allergy

What type of medical insurance do you carry for this child? 
  CHIP Medicaid HCHD Private Insurance None 



This document is to be maintained in the Student’s Cumulative Folder  
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REQUEST FOR FOOD ALLERGY 
INFORMATION 

Dear Parent: 

This form allows you to disclose whether your child has a food allergy or severe food allergy that you 
believe should be disclosed to the District in order to enable the District to take necessary precautions for 
your child’s safety. 

“Severe food allergy” means a dangerous or life-threatening reaction of the human body to a food-borne 
allergen introduced by inhalation, ingestion, or skin contact that requires immediate medical attention. 

Please list any foods to which your child is allergic or severely allergic, as well as how your child reacts 
when exposed to the food that is listed.   

      No information to report. 

Food Nature of allergic reaction to food Life-
Threatening? 

TO REQUEST A SPECIAL DIET, MODIFICATION OF A MEAL PLAN OR PROVIDE OTHER 
INFORMATION FROM YOUR DOCTOR ABOUT YOUR CHILD’S FOOD ALLERGY, YOU 
MUST CONTACT THE SCHOOL NURSE OR SCHOOL ADMINSTRATOR WHERE YOUR 
CHILD ATTENDS SCHOOL.   

The District will maintain the confidentiality of the information provided above and may disclose the 
information to teachers, school counselors, school nurses, and other appropriate school personnel only 
within the limitations of the Family Educational Rights and Privacy Act and District policy. 

Student Name: _______________________________________Date of Birth: ___________________ 

School: _____________________________________________ Grade: ________________________ 

Parent/Guardian Name: ______________________________________________________________ 

Work Phone: _____________ Mobile Phone: _______________ Home Phone: ___________________ 

Parent/Guardian Signature: ______________________________ Date: _________________________ 

Date form received by Campus: ________________________ 
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