Grade Level (Fall   ______________


Counseling Department

Information Sheet

Student Name:  __________________________________________________________
Please only include medical/mental health/family related information as it applies to your student’s school day/school performance. Information regarding seasonal allergies, etc. is not necessary.  Thank you.

Emergency Contacts:
Name/#:  __________________________________
Name/#:  __________________________________

Name/#:  __________________________________

Medical Diagnosis:  _________________________Medication: ____________________

Additional Information:  _____________________________________________________

___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
Food/Medication Allergies: _________________________________________________
Mental Health/Learning Disorder Diagnosis:  ________________________________

Medication:  ___________________ Additional Information:  ______________________

___________________________________________________________________________
___________________________________________________________________________

___________________________________________________________________________
Family Information that may impact learning:  _______________________________
___________________________________________________________________________

___________________________________________________________________________
___________________________________________________________________________
Parent Signature:  __________________________________________________________
Please return this with your registration information.

All information remains in the Guidance Office and is shared only on an as needed basis with administration and teachers.

Counseling Office
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