
The Jerusalem American International School in Israel 
Student Health Information Form / School Year 200___ - 200___ 

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

Family Doctor: ________________________________________  Phone: ___________________________________ 

               

Please check Yes or No as it pertains to your child: 
             

Yes No  Yes No  
  Heart Condition / Heart Murmur   Insect Allergy 
  Asthma   Medication Allergy 

  Diabetes   Depression 
  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)   Rheumatic Fever 

 
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___________________________   

Please explain any other Yes answers from above: ___________________________________________________________________ 

____________________________________________________________________________________________________________________ 

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

Medication ______________________________________  When taken? ______________________________ 

Medication ______________________________________  When taken? ______________________________ 

Medication ______________________________________  When taken? ______________________________ 
 
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: _______________________________________________________________________________________________ 

 

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. 

 

PERMISSION FOR GIVING SYMPTOMATIC RELIEF 

I give permission for my child to be given Tylenol__, Paracetamol__, Ibuprofen__, Antacids__, at the nurse’s discretion.     
Yes  �  No �     (Please notify parent before giving any medication  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 medical treatment, 
including transport to the most accessible hospital, as deemed necessary by school authorities.  
 

Parent  Signature _____________________________________    Date _______________________ 

 
IMMUNIZATIONS 

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

comparable).  (All health information is strictly confidential and given only to essential personnel)  



 

 

 

 

 

 

 

 

 

 

 

 
   


