HEALTH HISTORY QUESTIONARE

Child’s Name:

(Last) (First) (middle)

List names and ages of brothers and sisters:

Whom has the child been living with for most of the year?
Both Parents Father Mother Other

If child lives with only the mother or father, who has legal custody?
Do any relatives/ others live in the home? Please list name and relation.

Does your child have a learning difficulty, been diagnosed with a learning disability or
attend a pre school handicapped class? Please share any family history if applicable.

Birth information :

Was child full term? Born premature?

What was your child’s birth weight?

Any difficulties during pregnancy or delivery?

None Breech C-section Forceps
Did the child appear yellow?  (jaundice) Yes No
Did the child have any difficulty breathing? Yes No
Has your child had: ‘

Date N Date
Chicken Pox ' Rheumatic Fever
Pneumonia Mononucleosis
Other
Is your child currently under a doctor’s care? Yes No

If yes please explain:




Has your child been diagnosed as having:
Allergies: Yes_ No__ To what? Medication

Asthma: . Yes No__ Triggers Medication _

Diabetes:  Yes_ ~No Treatment (insulin type and frequency) -

Epilepsy or seizure disorder: Yes . No___ Orthopedic Difficulties: Y. es__ No
: Congenital Defects: Yes _ No

Heart condition: Yes __ No
Attention Deficit Disorder: Yes —_No___ Medication:

Has your child had: .
Eczema : Yes No Hives: Yes __~ No
Fractures: Yes No Operations: Yes No
Serious injury: Yes_ No._ Serious Illness: Yes No

_ Frequent: _
Headaches: Yes__ No Nose Bleeds: Yes No
Ear infections:  Yes No_ Sore Throats: Yes__ No__
Abdominal pain: Yes No_ = Painful urination: Yes _ No —_
Daoes your child have any difficulty with:
Doing close work: Yes _No_ Wear glasses: Yes_  No___
Seeing distant objects:  Yes ___ No . Wear contacts: Yes __ No_
Hearing: Yes__ No_ Wear a hearing aid: Yes  No___
Speech: Yes___ No_. . Receive Speech Therapy: Yes_  No___
Does your child take any daily medication? : Yes ___ No

Name/ dose/ frequency of medication:

- Does your child take any EMERGENCY MEDICATION: Yes__ No___

Name/dose/when needed:

Does this medication need to beb keptinschool: Yes  No

——

Does your child have any problems that would prevent participation in regular physical

education classes or playground activities? Yes __ No

Are there any other heath concerns you wish to discuss with the nurse?

Please note if there is anything you wish to discuss with the.school staff (principal,

administrator, nurse, teacher).



