
The Walworth Barbour American International School in Israel Inc. 
Student Health Information Form / School Year 2009-2010 

(TO BE COMPLETED BY PARENT OR GUARDIAN) 
(All health information is strictly confidential and given only to essential personnel) 

 
Student:  ________________________________________    ________________________________________________ 
    Family Name          First Name 
 
Date of Birth: _____________________  Grade Entering: _____   New Student  Returning 
Student 
            
Family Health Insurer: _________________________________  Policy #: ________________________________ 

Family Doctor: ________________________________________  Phone: ___________________________________ 
         

MEDICAL HISTORY 
Yes No  Yes No  
  Heart Condition / Heart Murmur   Insect Allergy 
  Asthma   Medication Allergy 
  Diabetes   Depression/Anxiety 
  Cancer   ADD / ADHD  (circle one) 
  Seizures / Convulsions   Hearing Problems 
  Kidney Disease / Kidney Injury   Vision Problems 
  Surgery   Chicken Pox 
  Bone Fractures   Measles 
  Food Allergy   Mumps 
  Environmental Allergy  

(plants, animals, latex) 
  Rheumatic Fever 

  Sickle Cell Anemia   Cystic Fibrosis 
  Muscle Disease    

 
If answers are “yes” to any of the above, please explain: 

____________________________________________________________ 

___________________________________________________________________________________________________________

_________ 

Food allergies: list foods ____________________________________________type of 

reaction___________________________ 

Insect allergies: list insects __________________________________________type of 

reaction___________________________ 

Environmental allergies: list items ____________________________________type of 

reaction___________________________ 

Medication allergies: list medications _________________________________type of 

reaction___________________________   

List any medications that your child takes for conditions checked above (or other reason): 
 

Medication ______________________________________  When taken? ______________________________ 

Medication ______________________________________  When taken? ______________________________ 

 
Describe any other pertinent health-related information about your child: 
___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

 



Does any condition affect or limit your child's full participation in physical education classes, sports, or 
school trips?  
  
Yes    No  
 
Please explain if Yes: 
___________________________________________________________________________________________________________ 
 
PERMISSION FOR GIVING SYMPTOMATIC RELIEF 

I give permission for my child to be given over-the–counter medicines for symptomatic relief at the discretion 
of the nurses: 
 
 Yes     No   
     

Parent Signature ____________________________________    Date ______________________ 
 
PERMISSION FOR EMERGENCY TREATMENT 

In the event that I cannot be reached in an emergency, I give permission for my child to receive emergency 
medications and treatment including transport to the most accessible hospital, as deemed necessary by the 
school authorities.  
 
Parent Signature _____________________________________    Date _______________________ 
 
Note: The school cannot be held accountable for injuries during physical education classes arising from accidents 
that occur through no fault or negligence on the part of the school.  The school does not carry medical insurance 
or insurance for medical and other costs arising from such accidental injuries. 
 

 
IMMUNIZATIONS 

A copy of the student’s official immunization record (including annual updates) is required 
(and must be translated into English if applicable). All students enrolled at AIS must be 
immunized according to the recommended schedules of the United States and Israel (see USA 
schedule on back – Israeli schedule is comparable).    
 
 

 
   

All AIS students must submit a certificate of immunization form completed by a Physician 
verifying the fulfillment of all immunizations in compliance with US standard regulations. AIS 
requires that by age 6 years old, each child will have received:  
 
1. Series of (5) five diphtheria, tetanus, pertussis vaccines 
2. Series of (4) four polio vaccines 
3. Two (2) measles& mumps, rubella (MMR) 
4. BCG vaccine or negative Tuberculosis test 

Immunization Information from 
http://www.cdc.gov/vaccines/recs/schedules 


