
 

 

Dr. Sharon Roberts 
Coordinator, Advanced Academic Services 
 
Office: 956-323-5506 • Fax: 956-323-5537 • 1201 Bryce Drive • Mission, Texas 78572-4399 

Mission CISD Health History 
 

 

NAME_____________________________________________ D.O.B___________ 

 

CAMPUS___________________________ 

 

PERSON TO NOTIFY _________________________ PHONE # ____________ 

 

ALTERNATE ________________________________ PHONE # ____________ 

 

FAMILY DOCTOR ___________________________ PHONE # ____________ 

 

IN CASE OF AN EMERGENCY, I AUTHORIZE THE SCHOOL TO INITIATE 

EMERGENCY CARE (hydrogen peroxide, first aid cream, epinephrine, O², etc.) AT SCHOOL 

AND SEND THE STUDENT TO THE HOSPITAL OR DOCTOR IF PARENT OR 

GUARDIAN CANNOT BE REACHED.  I UNDERSTAND THAT I WILL BE 

FINANCIALLY RESPONSIBLE.            CIRCLE: YES NO 

 

 

PREFERRED HOSPITAL:_________________________________________________ 

 

INSURANCE: (Circle one) Medicaid CHIP    Private Insurance No Insurance 

 

SIGNED: _____________________________________________ DATE ____________ 

    Parent       

 

 

HEALTH HISTORY: 

EXPLAIN ANY MEDICAL PROBLEMS AND MEDICATION NEEDED: 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 

 

KNOWN ALLERGIES: To medication, food, insect bites, etc. _____________________________ 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 


