Health History

To be filled out by Parent/Guardian
Date:


Child’s Name:

Birthdate:


Address:

Home Phone:


Mother’s Name

Occupation:



Work Phone:


Father’s Name

Occupation:



Work Phone:


Guardian’s Name

Occupation:



Work Phone:


Does your child take any medication regularly?
( Yes
(  No

If yes, what medication?


Reason for medication?


Has your child had in the past, or does he/she presently have any of these problems?

 1.  ( Yes
(  No
Allergies or reactions to food or medication

 2.  ( Yes
(  No
Hay fever, asthma, or wheezing

 3.  ( Yes
(  No
Eczema or frequent skin rashes

 4.  ( Yes
(  No
Convulsions or seizures

 5.  ( Yes
(  No
Heart trouble

 6.  ( Yes
(  No
Diabetes

 7.  ( Yes
(  No
Frequent colds, sore throats, ear aches (6 per year or more)

 8.  ( Yes
(  No
Serious injury

 9.  ( Yes
(  No
Surgery

10. ( Yes
(  No
Speech problems

11. ( Yes
(  No
Congenital defects

12. ( Yes
(  No
Dental problems (Date of last examination
)

13. ( Yes
(  No
Developmental lag

If you answered YES to any of the above, please provide a brief explanation:

Is there anything else we should know about your child’s health?


Has your child had:
( Measles?
Date:

Age:



( Mumps?
Date:

Age:



( Chickenpox?
Date:

Age:


PRINT Parent/Guardian Name:


Parent/Guardian Signature:

Date:


