™ HEALTH FORM 8006
South Texas Christian Academy

" (Tobe filied In by the physician}

Student Name Birth Date Sex
Address Father's Name
Mother’s Name

School South Texas Christian Academy

A, Is student subject to conditions that may cause classroom emergencies, such as epllepsy, diabetes, falnting, altergles, asthma, other?

Yes No__ Explain
B.  Does the student have any other medicat problem with which the school shauid be concerned? Yes No__ .
Explain

C.  Isthere evident need for dental care?
Yes, No_  Explain

D. s there a hearing defect for which the school could help compensate by seatlng or other action?  Yes_ _ No___
E.  Hasthe student had a visicn screening test? Yes  No_ Date Result,
F.  Arethere ocular defect that Indicate need for referral to an eye doctor? Yes____ No
G. Havethere been llinesses, accidents, operations, or congenital defect that Jimit the students participation in:
a.  Classroom activitles? Yes__ No__ If so, explain
b,  Physical Education? Yes_ No_ If so, explain
¢ Swimming? Yes_ No____ Ifso, explain

H. I there any mental, emotional or physical conditicn, for which the student should remalin under perlodic observation?
I If 50, explain
J. Atwhatintervals do the student need rechecks?

** DOCTOR: Please send a copy of the Immunization Records with this

medical evaluation.
PHYSICIAN’S RECOMMENDATION TO SCHOOL:

| would like for the SCHOOL ADMINISTRATION to contact me regarding this student .

DATE OF EXAMINATION:
SIGNATURE:

Office Address:

Telephone:;

Records: 956-682-6281 Fax: 956-682-7398
Website: www.stca.ws







7 HEALTH FORM 8006
South Texas Christian Academy

{To be filled in by parent/guardian before examination by physiclan)

1. Name of student Age Date of birth
Address Telephone
Fathers/Guardian Name Mother's Name/Guardian
Whom to notify In case of iliness {give address and phone numbers}
(A} (8)

Does the student live at home with parents? Mother? Father?, Other?
Does student have coverage by accldent or hospitalization policy? {State type)-

2, Pastilinesses ( please -check those- the student has had)

Measles Scarlet Fever Heart Disease
Whoaplng cough Diphtheria Cherea (St. Vitus’ Dance)
Palio Chickenpox Epilepsy

Rheumatic Fever Diabetes Hay fever or asthma

List any ather serlous ilinesses, operatlons, or injuries and age when occurred:
1.
2.

3. Has student ever been arcund anyone known to have tubercuiosis? Yes_  No__

a.  Has he/she ever been tested for tuberculosis? Yes_ No___

b.  Has he/she ever had a chest x-ray Yes___ Na_
4, When did the child iast visit the dentist?  Date {Recommend visit twice a year)
5. Hasthe Student has his eyes examined? Date By whom?,

6. Comments on student's habits:  How many hours of sleep dees he usually get?

a.  Daes he participate in outdoor activities?  Not at al| Moderately, Cantinuausly
b.  Does he prefer to watch TV to the above? Yes No
c.  Eating Habits: £ats only at mealtime I between meals occaslonally Frequently

7. List any other items helpfuf to the school program In planning for students health:

Records: 956-682-6281 Fax: 956-682-73498
Wabsite: www.stca.ws






