WELLNESS CENTER REGISTRATION/HEALTH HISTORY FORM
A complete and accurate health history is needed in order for Center staff to provide high quality health care.  Services will not be provided unless these forms are completed.  Please circle appropriate initials for answers when indicated.PRIVATE 
Student’s Name:







Grade in School:  9  10  11  12

Household  Student lives with (circle all that apply):


MC  Both Parents


MH Father only 



FC  Mother only


SE    Lives alone/independent

SP   Student is a Parent


EX  Extended Family/Relative(s)

Is the home address you provided above:

P  Permanent

S  Shelter


I  Institution (Murphy School)




U  Unstable/Temporary
F  Foster Care
H  Host Family(AFS)
O  Other

Will your son/daughter be participating in the State Subsidized School Lunch Program this year?

Y
N

Is your son/daughter enrolled in Special Education courses?

Y
N

What is your son/daughter’s source for primary care (where do you take him/her for well visits, physicals, immunizations, 


P
    Private Doctor (Name


)

C
Community Health Center (Name


)


PHC  Public Health Clinic (Name


)

E
Hospital Emergency Room (Name


)


SB
    Wellness Center




HO
Hospital Outpatient (Name


)


N
    None




O
Other (please explain



)

Do you have any worries or questions about your teen’s physical or emotional health?

 No

 Yes

If so, what are they? 













Has your teen ever been hospitalized for more than one day and/or had any surgery?

       No

 Yes

If yes, when? 








What Hospital? 






Reason: 


















Date of teen’s last physical exam:





Do any family members (parents, brother, sister, grandparents, aunts, uncles, etc.) have any of these problems or have they had them in the past?  If yes, please indicate which family member(s) next to the appropriate illness.


 High blood pressure


 Diabetes (sugar)



 High cholesterol
  
    
asthma


 Heart disease/heart attacks


 Thyroid disease



 Stroke




 Sickle Cell


 Mental Illness


 Tuberculosis



 Kidney disease


  Dug/Alcohol Addiction

 Cancer (please list type)











Please indicate any of the following illnesses or problems that your teen has ever had:
	       A       Asthma
	       AN   Anemia
	       ART   Arthritis
	       THY  Thyroid

	       RHD Rheumatic heart disease 
	       HT   High blood pressure
	       SCA   Sickle Cell Anemia
	       KID    Kidney disease

	       C       Convulsions
	       HP   Heart murmur
	       DIG    Colitis/stomach problems
	       POX   Chicken Pox

	       UL    Ulcers
	       EPL  Epileptic seizures
	       M       Measles
	       MP     Mumps

	       F       Fainting spells
	       TN   Tuberculosis
	       DIAB Diabetes
	       HEM  Hemophilia

	       SUI   Attempted suicide
	       HIN  Head injury
	       SH      Frequent headaches
	

	       SLE  Sleeping problems
	       OM   Frequent ear infections
	       ACNE Skin Problems
	

	
	
	
	


Other (please explain)_________________________________________________________________________________________________________
Please list any allergies your son or daughter has 










Please list any regular medication your son or daughter takes 










Please indicate your preferred pharmacy 







Phone



If you have any additional questions or concerns, please call the our Wellness Center  at 302-644-2946.

