HBHS CONFIDENTIAL HEALTH FORM
Name:
Doctor:

Dentist:

Medical Conditions: (please tick all conditions that your son currently suffers from or has previously suffered from)
Allergic Reaction

Eyesight Problem

HIV

Anaphylaxis

Fainting

Insect Bite

Asthma

Food Intolerance

Kidney Problem

Bleeding Disorder

Hay Fever

Medicine Allergies

Cancer

Hearing Problem

Migraines

Eating Disorder

Heart Condition

Sleep Walking

Epilepsy

Hepatitis

Sting Allergies

Other _________________________________________________________________________________

Travel Sickness

If you have ticked any of the above, please provide further details:

If your son has an action plan for asthma/allergic reactions/anaphylaxis/diabetes please sent this to jcullen@hbhs.school.nz.
Please provide any additional details or comments here:

Is your son taking an regular (i.e daily) medications?

Yes

No

If yes, please provide details: _________________________________________________________________________________________
Has, or does your son suffer from any of the following Mental Health Conditions or Disorders? (Please tick all that are relevant)
Anxiety Disorder

Eating Disorders

Attention-deficit/hyperactivity Disorder (ADD/ADHD)

Obsessive-Compulsive Disorder (OCD)

Autism Spectrum Disorder (ASD)

Panic Attacks

Bipolar Disorder

Post Traumatic Stress Disorder (PTSD)

Depression
Other _______________________________________________________________________________________________________________________

Please name any specialist(s) attending to your son _____________________________________________________________________
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My son has received immunisation vaccinations
I have chosen not to vaccinate my son

Yes

or

No

I have provided a copy of my sons vaccination records to the school

Please provide any further information you believe may be helpful; when assessing or treating the wellbeing of your son.

Please notify the school in writing of any changes to your son’s health information. All health information is protected by the Privacy Act
1993. Should you have any concerns regarding the health of your child and wish to speak to the School Nurse, please contact the school.
I give permission for my son to be:

						

Please tick Yes or No

Treated by the Doctor, School Nurse of First Aider in the parents absence.

Yes

No

Given routine shelf medication as required by the School Nurse or authorised Personnel
(e.g. Paracetamol, Ibuprofen, Antihistamine cream or tablets, Arnica, Throat Lozenges).

Yes

No

Taken to the Medical Centre or Accident and Emergency if an emergency arises. Costs incurred to
be met by parents.

Yes

No

For school events held off site you must complete the following: 					

Please tick Yes or No

I agree that if my son is currently taking medicines, these will be labeled, fastened and given to a designated
adult who will oversee and record administration of correct medicine.

Yes

No

I agree to my son receiving emergency medical treatment if required. Costs incurred to be met by
parents. Please note, the school will always attempt to contact parents before taking this action.

Yes

No

I confirm that the information given in this form is true, complete and accurate to the best of my knowledge

Yes

___________________________________________________
Parent / Guardian Name

______________________________________
Parent / Guardian Signature
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