SOUTH RIVER PUBLIC SCHOOLS
MEDICAL HISTORY REPORT
TO BE COMPLETED BY PARENT

Student’s Name: ______________________________________________Date of Birth: ____________
Address: ___________________________________Phone #: _______________________ Sex: M        F 
Father: ____________________________________ Mother: __________________________________
Address: ___________________________________ Address: __________________________________
Phone #: ____________________________________ Phone: __________________________________
Family Physician: ______________________________ Address: ________________________________
Phone #: ________________________				
Other children in the family: 	YES 	 NO            If YES, please list below
Name					Age	        SEX		General Health
	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Child’s Medical History (Prenatal)
Abnormalities during Pregnancy:   YES	     NO 
If YES, please explain: ___________________________________________________________________
Length of pregnancy: ___________ Full Term: ______ Premature: ______ How many months: ________
	Jaundice at birth?
	· Yes 
	· No
	Ear infections?
	· Yes
	· No

	Difficulty breathing?
	· Yes
	· No
	Bronchitis?
	· Yes
	· No

	Difficulty swallowing?
	· Yes
	· No
	Asthma
	· Yes
	· No

	Difficulty sucking?
	· Yes
	· No
	Rheumatic Fever?
	· Yes 
	· No

	Breast fed?
	· Yes
	· No
	Frequent colds?
	· Yes
	· No

	Bottle fed?
	· Yes
	· No
	Heart trouble?
	· Yes
	· No

	Abnormal crying?
	· Yes
	· No
	Orthopedic problems?
	· Yes
	· No

	Colic?
	· Yes
	· No
	Eye or Vision problems?
	· Yes
	· No

	Convulsions?
	· Yes
	· No
	Socially shy?
	· Yes
	· No

	Hearing problems? 
	· Yes
	· No
	Plays well with others?
	· Yes
	· No

	Sore throats?
	· Yes
	· No
	Talks with others?
	· Yes
	· No



Child’s Age when the following was accomplished:
Sitting: ____________		Standing: ____________	Walking: ___________
Crawling: __________	    Toiled Trained: ____________ Talking Words: ____________

Allergies (Please list) 		1. ____________________________________________
				2. ____________________________________________
				3.  ____________________________________________
Any operations?
YES 	 NO 
If YES, please explain:									     DATE
	
	

	
	

	
	

	
	



Any other problems or handicapping conditions? (Please specify)
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Is the child under regular medical care? YES 	 NO 
If YES, give name of doctor, hospital, or clinic: _______________________________________________

Is the child now taking any regular medication? YES 	 NO 
Please specify: __________________________________________________________________________________________________________________________________________________________________________

Signature of Parent Completing form: ______________________________________ Date: __________

