
Annual Health History
Read Carefully and Complete Both Sides 

Camden Rockport 
Elementary School 
11 Children’s Way 

Rockport ME 04856 
cres.fivetowns.net 

Student Name: Grade: Date: 

Health Provider: Dentist: 

Does your child have any known medical conditions? Yes No 

If Yes, please explain:   

Yes No Has your student had a serious illness, injury, or hospitalization recently? 

If Yes, please explain:   

Has your student ever been diagnosed with a concussion? Yes No 

If Yes, please explain:   

Has your student had any recent emotional upset or mental health concerns? Yes No 

If Yes, please explain:  

Students Aged 7 or Older: Permission to give cough drops at school if 
determined necessary by the school nurse?    Yes No 

Current Medications (list all; attach separate page if needed): 

Medication Dose/Frequency Reason Taken during 
school day? 

Answer the following information as it applies to your student: 

Vision: Wears glasses or contacts: Yes No 

List any vision needs at school:  

Hearing: My student wears hearing aids or other hearing device: Yes No 

List any hearing needs at school:  

Asthma: My student has a current prescription for an inhaler: Yes No 

Allergies* (including food allergies and/or intolerances): My student is allergic to: 

My student has a prescription for Epinephrine Auto Injection (i.e. EpiPen, Auvi-Q) Yes No 
*All students with life-threatening allergies or asthma requiring emergency medications must have an annual

Action Plan signed by the healthcare provider and parent.  
Action Plan forms are available on the school website or from the school nurse. 

PLEASE COMPLETE BACK OF PAGE ® 



Kindergarten Health Questionnaire 

Has your student had their 5-year well child check? Yes   No   

If YES, please provide the school with a Physical Exam Form completed by your student’s healthcare provider.   

If NO, please provide the date of scheduled exam: 
Is your student able to use the toilet and take care of their bathroom needs 
independently?  Yes No 

Please contact Meghan Fitzpatrick, School Nurse, with any questions: 
meghan.fitzpatrick@fivetowns.net | Phone: 207-236-7809 x1211 | Fax: 207-236-7820 

Signature: Date: 

Parent/Guardian Name: Phone: 
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