
                         OFFICE OF HEALTH SERVICES & WELLNESS  Allergies:                                 

                                                    

PAST HEALTH HISTORY

(To be completed by parent)

NAME                                                                          Birth Date                                 Sex             Grade                                             

ADDRESS                                                                                                       Telephone                                                                      

Num ber o f Ch ildren  in Family                  Name  of Family Doctor                              Nam e of Fam ily Dentist                                      

(Use th e revers e side of th is record  as nee ded for a dditional no tations.)

A.  GENERAL HEALTH  E.  DISEASE AND CONDITIONS    (DATE)

1.  Eye symptoms                                                                    

               Wears Glasses                                                          

     Age when received glasses                                                 

     Preferential seating needed                                                

2.  Ear symptoms                                                                      

     Hearing loss                                                                         

     Earaches (explain)                                                             

     Discharging ear                                                                 

     Preferential seating needed                                                

3.  Colds , sore thro at, etc.                                                       

4.  High fever (Explain)                                                          

5.  Fainting spells (explain)                                                     

6.  Convulsions (Date and cau se)                                            

7.  Dental Problems                                                                

8.  Sp eech Diff iculty                                                               

9. Medications (Nam es)                                                          

    Are they taken regularly?                                                    

    When?                                                                                 

10.Diabetes                                                                              

     Blood Sugar Check                                                              

     Is there Diabetes in the family?                                           

          Give relationship                                                            

11.Tuberculosis contacts (W ho?)                                             

            When?                                                                         

B. OPERATIONS (Type of surgery and dates)                      

                                                                                                 

C.  INJURIES(Explanation and dates)                                    

                                                                                                 

                                                                                                 

D.  OTHER                                                                               

                                                                                                 

(Date)

Whooping Cough                                      

Chicken Pox                                      

Mea sles  - Rub eola                                      

Rub ella (3  day)                                                   

Mumps                                                   

Scarlet Fever                                       

Strep Throat                                       

Rheumatic Fever                                       

Mon onucleosis                                       

Poliomye litis                                      

Bron chitis                                      

Pne um onia                                      

Hep atitis                                      

Osgood-Schlatter                                      

Epilepsy                                       

Nose  Bleeds  (freque nt)                                      

Asthma                                      

Eczema                                      

Men ingitis                                      

Other                                                                                         

                                                                                                  

                                                                                                  

                                                                                                  

                                                                                                  

     

Is there any condition present which should be considered in planning your child �s program at school?                                              

                                                                                                                                                                                                                

                                                                                                                                                                                                                

                                                                                                                                                            

             (Date)                                         (Signature of parent or guardian)

PLEASE RETURN TO THE SCHO OL NURSE    
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