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Welcome to Fontana Jt. 8 School District. We are so glad that you are joining the Falcon 
family. Please review the following information regarding required registration forms.  
 
Student Registration Packets are for the following students: 
-Students entering 4K/5K (required even if attended Falcons Early Childhood Learning Center) 
-Students entering 6th grade 
-Any student that is new to Fontana, or transferring from another district in/out-of-state.  
 
Please complete and return the following forms to the School Health Office before the 
first day of school. 
 

1.​ IMMUNIZATION FORM 
State law requires written evidence of immunization against certain diseases. If, for health, 
religious or personal convictions your child is not immunized, please check the appropriate 
waiver box and sign the Student Immunization Record. The Student Immunization Record must 
be completed, signed by a parent/guardian, and be on file before the 30th day of school. 
Students not meeting the minimum immunization requirement and have no waiver on file may 
be subject to exclusion. If needed, please schedule your child’s appointment well in advance, as 
immunization clinics are often flooded with late-summer 
requests.https://www.dhs.wisconsin.gov/immunization/reqs.htm 
https://www.dhs.wisconsin.gov/immunization/wir.htm 

2.​ HEALTH HISTORY FORM 
The Student Health History Form should be completed and signed by you and returned to 
school. 

3.​ PHYSICAL EXAMINATION RECORD 
The Physical Examination Record is to be completed by your child’s physician and returned to 
school. 

4.​ DENTAL EXAMINATION RECORD 
The Dental Examination Record is to be completed by your child’s dentist and returned to 
school. Information on Bridging Brighter Smiles is included. 

5.​ VISION EXAMINATION FORM 
To be completed by physician or optometrist and returned to school. 
 
QUESTIONS? Please contact the school health office: 
Julie Lohse, MSN, BSN, RN 
Health Services Coordinator/District Nurse 
Email: jlohse@fontana.k12.wi.us 

 

https://www.dhs.wisconsin.gov/immunization/reqs.htm
https://www.dhs.wisconsin.gov/immunization/wir.htm


Office: 262-275-6881 extension:  
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STUDENT HEALTH HISTORY (Completed for new enrollment/yearly at registration) 
Information obtained from this questionnaire will be kept on file in the health office and used to gain awareness of 
your child’s health needs. Emergency or special medical concerns must be clearly communicated to school staff in 
order to provide safe and effective health care services. 
 
Does your child have any of the following conditions? If yes, please explain. 

Condition Yes No Detailed Explanation if selected Yes  

Allergies (Food, 
Insect, Medication) 

  EpiPen use?  

Asthma   Inhaler use? 

Attention Deficit 
Disorders  

  Medication Use? 

Bladder or bowel 
problem   

   

Bone, muscle or joint 
disorder 

   

Congenital Defects     

Depression/Anxiety   Medication Use?  

Diabetes    

Ear 
infections/Hearing 
Impairment 

   

Heart Conditions    

Migraines     

Speech Language 
Disorder 

   

Visual Impairment    Glasses worn?  

Past Surgeries?     

 



Concussion History    

Other Concerns  
 
 

   

 
 
2. Will your child need any medication to be taken at school? 
________________________________________ 
For ALL prescription medication (including Glucagon, Epi-pen, inhaler or Diastat/Midazolam): 
Please bring medication and completed Medication Administration Form (available online or 
from the health office) – including physician’s signature - to school health office. Please contact 
the School Nurse to discuss any specific concerns.  
 
 
4. I give permission for this medical information to be shared with school staff involved in my 
child’s care. 
 
_________________________________________________    ______________________ 
PARENT/GUARDIAN SIGNATURE                                                DATE  
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Student Physical Examination Report  

(Must be completed by a Physician/Medical Provider) 

Student Name:_______________________Gender:_______Grade:_____D.O.B.___/___/_____ 

Height___________Weight_____________Blood Pressure___________/__________ 

Please indicate if the student has any of the following medical conditions, or concerns with an area 
in the chart below: 

 No concerns Detailed Concerns or Comments  

Asthma/Respiratory 

Disorders/Lungs 

  

Diabetes   

Seizure/Neurological or 

Nervous System Disorders 

  

Eyes   

Ears   

Nose   

Throat   

Skin   

Heart/Cardiovascular   

GI/Abdomen   

Orthopedic, Skeletal 

Structure  

  

Nutrition   

Auto-Immune Concerns   

Other:   

Physician or Medical Provider Comments:  ______________________________________________________________ 

:____________________________________________________________________________________________

_____________________________________________________________________________________________ 

 

 



Does the student have any allergies? Please indicate which allergies are a concern below  

Source of Allergy  Type of reaction  

Food   

Stinging Insects   

Medicine  

Environmental  

Other  

Does the student require an EpiPen, Auvi-Q, or any other type of emergency injectable to be 

present at school?    Yes       or       No 

Does the student require an over the counter antihistamine medication to be administered at 

school?     Yes        or       No 

Have arrangements been made for further medical attention?  

Should this student have   

 

 

 YES NO 

Have arrangements been made for further medical attention?    

Is the pupil capable of carrying a full program of school work?    

Should this student have any restrictions on physical education, athletics, or other 

activities? Please explain below if yes is marked.  

  

 

 

 

________________________________________________   _________________________ 

Provider Signature                                                                             Date  

 

__________________________________________________________________________ 

Provider Address                                                               

(___)____________________________________       __(_____)______________________ 

Provider Phone Number                                                                     Provider Fax Number 

 


	 
	 
	 

