
HEALTH HISTORY

Student Name Click or tap here to enter text.:    	Today’s Date:  Click or tap to enter a date.
Date of Birth: Click or tap to enter a date. Age: Click or tap here to enter text.   Grade:  Choose an item.
Mother’s Information
Name (Include maiden name, please.): Click or tap here to enter text.
Home Phone: Click or tap here to enter text.  
Cell Phone:  Click or tap here to enter text.  
Work Phone: Click or tap here to enter text.
		Address:  Click or tap here to enter text.
		    
	Father’s Information
Name:  Click or tap here to enter text.
Home Phone: Click or tap here to enter text.  
Cell Phone:  Click or tap here to enter text.  
Work Phone: Click or tap here to enter text.
		Address:  Click or tap here to enter text.

Previous School: Click or tap here to enter text.

Family Doctor:  Click or tap here to enter text.  Phone:  Click or tap here to enter text.
_____________________________________________________________________________________
PAST MEDICAL HISTORY:  Please mark those that apply and give dates or age that problem occurred.
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☐Allergy Click or tap here to enter text.
☐EnvironmentalClick or tap here to enter text.
☐Food Click or tap here to enter text.
☐Medication Click or tap here to enter text.
☐Bee Sting Click or tap here to enter text.
☐Asthma Click or tap here to enter text.
☐Arthritis Click or tap here to enter text.
☐ ADD/ADHD  Click or tap here to enter text.
☐ Anemia Click or tap here to enter text.	
☐ Bed Wetting Click or tap here to enter text.
☐ Bronchitis Click or tap here to enter text.
☐ Bone/Joint Problems Click or tap here to enter text.
☐ Birth Defect Click or tap here to enter text.
☐ Bleeding Disorder Click or tap here to enter text.
☐ Chicken Pox Click or tap here to enter text.
☐ Cystic Fibrosis	Click or tap here to enter text.
☐ Diabetes Click or tap here to enter text.
☐ Eating Disorder Click or tap here to enter text.
☐ Endocrine Click or tap here to enter text.
☐ Heart Murmur Click or tap here to enter text.
☐ Hernia Click or tap here to enter text.
☐ Headaches Click or tap here to enter text.
☐ Hypertension Click or tap here to enter text.
☐ Immune Disorder Click or tap here to enter text.
☐ Malignancies Click or tap here to enter text.
☐ Neurologic Disorder Click or tap here to enter text.
☐ Pneumonia Click or tap here to enter text.
☐ Psychiatric Disorder Click or tap here to enter text.
☐ Rheumatic Fever Click or tap here to enter text.
☐ Scarlet Fever Click or tap here to enter text.
☐ Seizure Disorder Click or tap here to enter text.
☐ Sickle Cell Anemia Click or tap here to enter text.
☐ Skin Conditions Click or tap here to enter text.
☐ Surgery Click or tap here to enter text.
☐ Speech Problems Click or tap here to enter text.
☐ Tuberculosis Click or tap here to enter text.
☐ Other Click or tap here to enter text.


	All immunization records must be provided to the school nurse for copying and retention with this form as 	required by the PA Department of Health.

Information provided on this form shall be maintained and released only in accordance with the Health Insurance and Portability and Accountability Act (HIPPA) Policy No. 100-34 and the Family Education Rights and Privacy Act (FERPA) 20 U.S.C. 1232g

Ear Problems:  (frequent infections, tubes, hearing loss, hearing aides) Click or tap here to enter text.
Vision Problems: (amblyopia, strasbismus, lazy eye, color-blind, surgery) Click or tap here to enter text. 
Glasses:  Click or tap here to enter text. Contacts:  Click or tap here to enter text.
Last Eye Exam: Click or tap here to enter text.

Dental Problems:  Click or tap here to enter text.
Last Dental Exam:  Click or tap here to enter text.
Is your child on any medication at home?  Choose an item.
If yes, please list medication(s) and dosage(s Click or tap here to enter text.
Will your child require medication at school?  Choose an item.
If yes, please list the medication(s) and dosage(s):  Click or tap here to enter text.
Is your child currently under medical care?  Choose an item. 
If yes, please indicate reason:  Click or tap here to enter text.
Has your child ever required hospitalization due to serious illness or injury?  Choose an item.
If yes, please explain circumstance requiring hospitalization:  Click or tap here to enter text.
Would you like to schedule a conference with the school nurse?  Choose an item.
If yes, please explain:  Click or tap here to enter text.
Pennsylvania state law requires all students in grades K, 6 & 11 to have a physical examination.  A dental examination is required in grades K, 3 & 7.  Any student who does not show evidence of these examinations will be required to complete them either by the school or private means.

PLEASE CHOOSE ONE PHYSICAL AND ONE DENTAL OPTION:

☐  I request that when the physical examinations are conducted, the school physician may examine my child.
          I will be notified of this procedure.  
☐  I will have my child examined by my private physician and will send the results to the school on the
	         required form.

☐  I request that when the dental examinations are conducted, the school dentist may examine my child.
	          I will be notified of this procedure.
☐  I will have my child examined by my own dentist and will send the results to the school on the required
	          form.

Signature of Parent/Guardian  Click or tap here to enter text.  
Date Click or tap to enter a date.
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