
HALF HOLLOW HILLS CENTRAL SCHOOL DISTRICT
HEALTH APPRAISAL FORM *

Name: ......., _

School: _

Date of Birth: _

Gender: lJ M lJ F Grade: _

o Immunization record attached
o No immunizations given today
D Immunizations given since last Health Appraisal:

Sickle Cell Screen:
PPD:
Elevated Lead:
Dental Referral

D Positive
o Positive
DYes
DYes

DNegative D Not done Date: _
DNegative 0 Not done Date: _
D No 0 Not done Date: _
D No D Not done Date: _

o Asthma Diabetes: 0 Type 1 0 Type 2 0 Hyperlipidemia 0 Hypertensiono Other: _

D Food: _

D Medication: _

Allergies: D LIFE THREATENING

o Seasonal

Body Mass Index: Vision - without glasses/contact lenses
R L------ ---

Weight Status Category (BMI Percentile): Vision - with glasses/contact lenses R L

o less than 5th o 5th through 49th o 50th through 84th Vision - Near Point R L

o 85th through 94th o 95th through 98th [J 99th and higher Hearing [J Pass 20 db sc both ears or: R L

DosagelTime: _

DosagelTime: _

If AM dose is missed at home: _

I assess this student to be self-directed 0 Yes 0 No Student may self carry and self administer medication 0 Yes 0 No
Note: Nurse will also assess self-direction for the school setting. Please advise parent to send in additional medication in the event that emergency

sheltering is necessary at school or if the morning medication has not been given.

D Free from contagions & physically qualified for all physical education, playground, work & school activities OR only as checked:

o Specify medical accommodations needed for school: 0 None

* Physical Examination for Interscholastic Athletics requires the completion of a different form please contact
the School Nurse.


