
Health Care Assessment Form 
Sunnydale Adven5st Academy 

Please complete the following and return to the administra5on office or school nurse. 

Name: ____________________________________________________________________________________ 
                                 Last                                            First                                                    Middle 

Male: ____________   Female: ____________            Date of Birth: ____________________________________ 

Parent/Guardian: ___________________________________________________________________________ 

Phone Number:  Home_____________________________ Cell______________________________________ 

Please Check Appropriate Boxes Below that Pertain to Your Child: 

Seasonal Allergies  
Severe Allergy 
Asthma 
Diabetes 
Epilepsy/Seizures 
Heart CondiFon 
Bone or Joint Problems 
Nosebleeds 

Depression 
EaFng Disorder 
Blood Disorder 
Anxiety 
Headaches 
Mental Health Disorder 
History of Suicide AJempt 

Please explain any of the boxes checked above:_________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Please list any allergies and reacFons the student may have:_________________________________________ 

__________________________________________________________________________________________ 

Diet restricFons: Vegan (  ) Gluten free (  )   Other ______________________________ 

Childhood diseases, serious illness, and injuries: ___________________________________________________ 

__________________________________________________________________________________________ 

Surgeries: _________________________________________________________________________________ 

CondiFon that prevents PE parFcipaFon: ________________________________________________________ 
If student requires medicaFon at school, or a change in PE parFcipaFon, please noFfy the school office or 
appropriate dean.  Health informaFon will be shared with the school staff on a need to know basis.   

_________________________________________________     __________________________________ 
Parent/Legal Guardian signature                     Date 
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