Student’s Name   _______________________________________________________
STUDENT HEALTH HISTORY

Parent/guardian: Please complete Part I before taking your child to the doctor

Please check “YES” or “NO” and explain by circling the condition or writing it in.

If you are unsure, check “don’t know” (?)

                                                                                                       



                                                       Yes              No                ?
1. Does your child have any problems with his/her health? (tires easily, sleeps poorly, often sick, growing slowly, other __________________________________________)

2. Does child take medicine? (Which one? What for? ___________________________________)

3. Does/Has child have/had any specific medical or mental illness? (cerebral palsy, seizures, sickle cell anemia, asthma, diabetes, curved spine, kidney disease, cancer, lead poisoning, other ______________________________________________)

4. Does child have any allergies? (insect stings, animals, medicine, aspirin, foods, pollen, hay fever, other __________________________________________)

5. Has child ever been hospitalized? If yes, When?_______________ Where? _______________ Why? (Injury, illness, surgery, other ___________________________________________)

6. Has child had any disease that could have spread to others? (strep throat, chicken pox, measles, mumps, TB, hepatitis, meningitis, other ________________________________________)

7. Is child’s nutrition poor? (appetite, poorly balanced meals, picky eater, other _______________)

8. Any problems with skin? (rash, ringworm, birth marks, scars, other _______________________)
9. Any problems with head? (headaches, concussion, fracture, other ________________________)

10. Any problem with vision/eyes? (squinting, looks closely at books, glasses, surgery, uncorrectable condition, crossed eyes, other ____________________________________)

11. Any problems with hearing/ears? (earaches, infections, draining ear, hearing loss, hearing aid, other ________________________________________)

12. Any problems with nose and throat? (nose bleeds, snoring,  mouth breathing, throat infections, hoarseness, other ________________________________________)

13. Any problems with speech? (delay, hard to understand, stutter, lisp, other _________________)

14. Any problems with heart? (murmur, fast or irregular beats, chest pain, blue lips or nail beds, other ____________________________________________________)

15. Any problems with lungs? (frequent colds, asthma, bronchitis, pneumonia, TB, other ____________________________________________)

16. Any problems with abdomen/GI Tract? (pain, nausea, vomiting, constipation, hernia, diarrhea, poor bowel control, other ___________________________________________)

17. Any problems with kidneys/bladder or genitals? (infection, burning or discharge, bedwetting, poor daytime bladder control, hernia, other _________________________________________)

18. Any problems with bones, joints or muscles? (broken bones, swollen or painful joints, muscle weakness, flat or painful feet, poor posture, other __________________________________)

19. Any problems with nervous system? (seizures, blackouts, clumsiness, unusual walk, twitches, hyperactivity, other _________________________________________________)

20. Is child’s development/behavior different from that of other children?  

A. If child is in Pre-K, K, 1st (any difficulty with walking, talking, self-feeding, toilet training, dressing, following directions, playing with others)

B. If child is in 3rd – 6th grade (any difficulty with telling time, reading, math, getting along with others at home/school, obeying rules, having a good time)

21. Does your child have problems with any of the following: anger, aggression, sadness, fearfulness, shyness, nightmares, thumb sucking, nail biting, other _______________________________)

22. Is your child…right handed _______ left handed ________ both ________

23. Are there any illnesses in the family? (high blood pressure, sugar diabetes, stroke, cancer, kidney disease, nervous, other ______________________________________)

24. Are there any special circumstances which might affect your child at school? (speaks language other than English, recent move, illness, death or other change in family, other _______________)

25. Are both parents living?

26. Does child have any brothers and/or sisters? If so, indicate sex (M = Male, F =  Female) and age _____________________________________________

27. Has your child had all the required immunizations (baby shots and boosters?)



Documentation of all immunizations is required.  Please present proof 


and have your doctor complete the immunization certificate at time of    


exam.

28. Has your child had a skin test for TB?  


Result:
Positive _______ 
Negative ________

29. Has your child had a vaccine for TB(BCG)?

30. Has your child had HIB (Haemophilus B vaccine)?
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Name of Informant ____________________________________________   Relationship _______________________  Date ___________
