HEALTH HISTORY
School ______________        Room _____            Grade ________
Child’s Name __________________________________________D.O.B. _______________________________________Sex __________________

Address ___________________________________________Zip Code ___________________ Home Phone _______________________________
Parents/Guardian’s Name _______________________________________________________ Emergency Phone ___________________________

M.D. / Clinic ___________________________________Address ____________________________________Phone ___________________________

FAMILY MEMBER
AGE
HEALTH PROBLEMS

FAMILY MEMBER
AGE
HEALTH PROBLEMS

____________________
____
____________________

_____________________
_____
______________________

____________________
____
____________________

_____________________
_____
______________________

Dear Parent:

PLEASE ANSWER THE FOLLOWING QUESTIONS AND EXPLAIN YES ANSWERS:

1.     Is your child under medical care now?   _____________________

2. Taking any medication?  ____________ During School Hours? ___________________

Name ____________________________ ___________ Dosage______________________  Frequency __________________
3. Allergies? ________________________________________________________________________

4. Does your child have Asthma? ( Yes ( No   

5. Has your child ever had episodes of wheezing, shortness of breath or frequent day or night coughing? ( Yes  ( No

6. Have you heard your child wheeze or cough after active playing?  ( Yes ( No

7. Able to participate in gym classes?  ___________________________________________________

HAS YOUR CHILD EVER HAD ANY OF THE FOLLOWING:

ENDOCRINE




NO
   YES
        HEART




NO
 YES  

Diabetes/Hypoglycemia ------------------------------
□
    □
         Heart Murmur/Disease/Surgery --------------
□
   □
Thyroid -------------------------------------------------
□
    □
         High Blood Pressure --------------------------
□
   □
Growth Problems -------------------------------------
□
    □
         Other --------------------------------------------
□
   □
· Other ----------------------------------------------------



Other ---------------------------------------------------
□
    □
          LUNGS

COMMUNICABLE





          Chronic Cough/Pneumonia/Bronchitis ------
□
   □
Chicken Pox -------------------------------------------
□
    □
          Allergies/Hay Fever ----------------------------
□
   □
Hepatitis ------------------------------------------------
□
    □
          Asthma -------------------------------------------
□
   □
Tuberculosis -------------------------------------------
□
    □
          Other ---------------------------------------------
□
   □ Rheumatic Fever -------------------------------
□
   □
          STOMACH/INTESTINE
Other -----------------------------------------
□
   □
        Frequent Stomach Aches -----------------
□
   □
SKIN







        Bowel Problems --------------------------
□
   □
Rashes/Problems -------------------------------------
□
    □
          Other ---------------------------------------------
□
   □
Allergies/Eczema -------------------------------------
□
    □
          URINARY/REPRODUCTIVE SYSTEM
HEAD/NERVOUS SYSTEM




          Kidney Problems/Urinary Tract Problems ---    □
    □
Head Injuries/Frequent Headaches ----------------
□
    □
          Wetting/ Frequent Urination -------------------
□
   □
Seizures -----------------------------------------------
□
    □
          Testicles:  Injury / Surgery / Hernia -----------
□
   □
Hyperactivity -----------------------------------------
□
    □
          Other -----------------------------------------------
□
   □
Other --------------------------------------------------
□
    □
          MUSCLE / BONES
EYES







          Scoliosis / Back Problems -----------------------
□
   □
Vision Problems / Glasses / Lenses ---------------
□
    □
          Muscle Problems --------------------------------
□
   □
Lazy Eye / Crossed /Surgery -----------------------
□
    □
          Bone Problems /Broken Bones -----------------
□
   □
Other ---------------------------------------------------
□
    □
          Other -----------------------------------------------
□
   □
EAR, NOSE, THROAT





          BLOOD

Frequent Ear Infections / Tubes -------------------
□
    □
          Lead Problems -----------------------------------
□
   □
Frequent Sinus Infections / Nose Bleeds ---------
□
    □
          Anemia --------------------------------------------
□
   □
Hearing Problems -----------------------------------
□
    □
          Other -----------------------------------------------
□
   □
Other --------------------------------------------------
□
    □
          EMOTIONAL /SOCIAL PROBLEMS
MOUTH






          Emotional Problems ------------------------------
□
   □
Dental Problems -------------------------------------
□
    □
          Behavior Problems --------------------------------
□
   □
Speech Problems ------------------------------------
□
    □
          Psychological Testing ----------------------------
□
   □
Other --------------------------------------------------
□
    □
          Other ------------------------------------------------
□
   □
If you have answered YES to any of the above questions, or your child
          Has your child previously attended school?  If so

is on any medication or treatment: please explain:  ________________
          where?  ______________________________________
      
_______________________________________________________________


Parent/Guardian Signature ___________________________________________ Date ________________

