
Placer Union High School District 
Mandatory Annual Student Health Inventory 

 
Student Name   Birth Date  
     
Family Doctor   Last Physical Exam  
     

 Please check if new condition has occurred in last year.                                       Last Dental Exam  ____________________ 
 
Please initial any medical condition that pertains to the above named student. Attach a supplemental sheet to this form if you would like 
to provide more detailed information. Do not put medical information on the emergency card only. 
 
Initial  Condition description Health code 
    
  Asthma, reactive airway disease, exercise-induced asthma that requires daily medication and/or an AS 
   inhaler.   Uses:   Rescue Inhaler    Daily Maintenance Inhaler    Takes Oral Asthma Meds   

 Nebulizer       Triggers (check all that apply):   Exercise   Pollen  Respiratory Infections   
 Poor Air Quality   Strong Odors   Cold Weather   Other________________________ 

 

    
  Diabetes, Type I or II; wears insulin pump, uses glucometer DM 
  Please specify   
    
  History of seizures, epilepsy, convulsions or treated with medication 

Please specify date of last seizure: __________    Triggers:  Fatigue   Stress  Other______ 
S 

    
  Significant allergic reaction (bees, peanuts, latex, etc.)  (if uses Epipen, form required) AL 
  Please specify   
    
  Learning disability (ADD, ADHD, dyslexia, etc.) that requires medication LD 
  Please specify   ____________________________________________________________  
    
  Migraines or significant headaches that impact school performance HA 
  Please specify   ____________________________________________________________  
    
  Medication request for school, including prescription or over-the-counter. Form required SM 
    
  Orthopedic problems (scoliosis, arthritis, joint problems, cast/traction, ect.) OR 
  Please specify   
    
  Heart condition (murmurs, pacemaker, valve disease, surgical history, etc.) CV 
  Please specify   
    
  Significant recent illness/injury/surgery within the last 12 months (car accident, broken bone, 

mononucleosis, Lyme disease, cancer, tumors, etc.) 
 

PMH 
  Please specify   
    
  Medications taken at home on a daily basis, including vitamins and herbal supplements HM 
  Please specify   
    
  Sensory deficit (hearing or visually impaired, hearing aides, glasses, contact lenses, ect.) SEN 
  Please specify   
    
  Hepatitis A, B or C, positive TB test, HIV, Meningitis or infectious disease INF 
  Please specify   
    
  Depression, anxiety/panic disorder, schizophrenia, previous suicide attempts and/or on daily mental 

health medications or treatment.  Please specify___________________________________________ 
MH 

     
  Allergic to medication.  Please specify___________________________________________________ AM 
    
  Other conditions not listed. Please describe:  OTH 
   
My signature indicates that I understand the Requestor (School District) will protect this information as prescribed by the Family Educational Rights 
and Privacy Act (FERPA) and that the information becomes part of the student’s educational record. The information will be shared with individuals 
working at or with the School District for the purpose of providing safe, appropriate, and least restrictive educational settings and school health 
services and programs. 
   
   
Parent Signature  Date 
 Revised 3-13 


