1. Family
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Student Health History	
a. Circle any of the following conditions the child’s parents, grandparents, aunts, uncles, brothers or sisters have had:
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 Epilepsy
 High blood pressure
 Tuberculosis
 Allergy
 Kidney disease
 Hearing loss
 Diabetes
 Alcoholism
 Mental/emotional diagnosis
 Sickle cell anemia
 Asthma
 Heart disease
 Iron deficiency anemia
 Learning problems
 Seizures

b. Has your child experienced/seen physical fighting at home between adults or an adult and child? 
 Yes     No      If Yes, please explain:		
2. Child’s Birth Information
a. Was you child born early?       Yes       No        If yes, how many weeks?		
b. Birth Weight: __________ Pounds: __________ Ounces: __________
c. Did the child’s mother smoke during pregnancy?       Yes       No
d. Were there any medical problems with the mother or child at birth?       Yes       No
If Yes, please explain:		
e. Did the baby have any trouble breathing?       Yes       No
f. Does your child grow in height and weight at the same rate as other children?    Yes     No
3. Childs Medical History
a. Does your child have any allergies?   Yes     No      Doctors Note attached?   Yes     No
b. Is your child frequently ill?   Yes     No	If Yes, explain:		
c. Is there any present diagnosis or condition?   Yes   No	If Yes, explain:		
d. Has your child had any of the following? (Please check all that apply)
 Eczema/other skin problems
 Trouble hearing
 Frequent headaches
 Ear aches
 Problems seeing far away
 Problems seeing up close
 Ear Tubes
 Difficulty talking
 Eyes crossing
 Frequent stomach aches

 Frequent runny nose
 Frequent vomiting
 Frequent nose bleeds
 Frequent diarrhea
 Tendency to mouth breathe
 Frequent constipation
 Frequent hoarse voice
 Frequent bladder infections
 Frequent sore throat
 Frequent painful urination

 Asthma
 Feet/legs turn in/out
 Trouble breathing
 Fainting/dizzy spells
 Persistent coughs
 Tendency to be clumsy
 Unusual tiredness
 Leg pains or cramps
 Seizures with/without fever
 Not aware of surroundings
 Times when child looks off into space

e. Do you have any special concerns about your child’s health?      Yes     No 
If Yes, explain		
f. Has vision been tested?  Yes   No     Results:		
g. Please list current therapists or doctors your child is seeing: 		
h. Please list any medications your child takes routinely. Doctor’s note attached?    Yes     No
	
i. Has your child ever has been hospitalized?   Yes    No      If Yes, explain: 		
j. Are there any conditions/problems that would interfere with your child’s normal day?      Yes     No
	
k. Is there anything else we should know about your child?		
l. What is your child’s blood type?		
