
CONEJO VALLEY UNIFIED SCHOOL DISTRICT 

      Student Health Inventory 

Name: _______________________  ________________________  ____________   Date: _____________________________ 
 Last                                                 First                              Middle 

Birthdate:__________________ Gender:   ⬜ Male    ⬜Female    ⬜ Non-Binary    Grade in 2025-2026: _______________ 

Student Emergency Health Information: Students may not possess any medication, including over-the-counter medicines, on their person or in 

their locker or belongings at school. Medications needed at school, including emergency/allergy medication, require a physician-signed, 

school-provided medication authorization. Please describe any health problems, chronic illnesses, serious injuries, or special medical needs below. 

Asthma

Allergies (see below)

Convulsive Disorder (epilepsy/seizures) 

Diabetes

Frequent Headaches 

Hearing Impairment 

Heart Condition 

Kidney Problems

Orthopedic Problem

Speech Impairment

Vision Impairment

Other: ______________________________

1. List any serious or life-threatening allergies to drugs, food, or insect stings: ______________________________________________ 

_________________________________________________________________________________________________________

2. List daily and/or emergency medications taken at home: ___________________________________________________________

_________________________________________________________________________________________________________

Reason: ___________________________________________________________________________________________________

3. List daily and/or emergency medications taken at school: __________________________________________________________

_________________________________________________________________________________________________________

Reason: ___________________________________________________________________________________________________

4. Identify any other health problems: ___________________________________________________________________________

5. Has your child ever sustained a head concussion?  ____________  Date of concussion:___________________________________ 

Communicable Diseases: Please give the date if the child has had any of the following: 

_________Chicken Pox  ​ _________Mumps  ​ _________Rubella/German Measles 

_________ Measles  ​ _________Rheumatic Fever  ​ _________Tuberculosis 

Physician’s Name:_________________________________________________ Phone Number: __________________________________ 

Parent/Guardian Signature: _____________________________________Date: _________________________​

ab 1/2025 
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