CYPRESS-FAIRBANKS INDEPENDENT SCHOOL DISTRICT[image: ]
Cypress Falls High School Laboratory Preschool
Immunizations
Child’s Health History





Child’s Name: ________________________________ DOB: ______________ Age as of Sept. 1, 2025: ________

Parent’s/Guardian’s Name: ______________________________________________________________________

NOTE:  You must submit a copy of an immunization record signed or stamped by a physician or health personnel. The Physician’s verification must be submitted for any of the following.

IMMUNIZATIONS
DPT/TD, POLIO, HEPATITIS A, HEPATITIS B, PNEUMOCOCCAL, H.I.B. (HAEMOPHILUS INFLUENZA, TYPE B), MEASLES, MUMPS, CHICKEN POX, RUBELLA VACCINE, VARICELLA

CHILD’S HEALTH HISTORY
Please circle the appropriate number if any of the following conditions apply to the child and give a brief explanation in the space provided below:


1. Allergy- Food (Explain)
2. Allergy- Bee Sting
3. Allergy- Medications (Explain)
4. Allergy- Pollen, Dust, Hay Fever
5. Anemia
6. Arthritis
7. Asthma- Mild
8. Asthma- Requires Medication
9. Birth Defect/ Chromosome Disorder
10. Blood Disorder
11. Blood/ Blood Products (Not be given)
12. Cancer/ Leukemia
13. Cerebral Palsy
14. Color Blindness
15. Cystic Fibrosis
16. Diabetic
17. Eating Disorders (Under/ Overweight)
18. Endocrine Disorder
19. Epilepsy/ Seizures
20. Growth Disorder (Explain)
21. Hearing Loss (List which ear)
22. Hearing Aid Used
23. Heart Disease/ Defect
24. Hemophilia
25. Hyperactive (requires medication)
26. Kidney Disorder (Explain)
27. Allergy Unknown Causes
28. Migraine Headaches
29. Muscular Dystrophy
30. Nose Bleeds (Frequent)
31. Down Syndrome

32. Physical Activity Limitations (Requires a Doctor Note)
33. Rheumatic Fever History
34. Scoliosis
35. Sickle Cell Anemia (Explain)
36. Speech Problem
37. Tuberculosis
38. Ulcer
39. Vision Impairment (Wears Glasses)
40. Vision Impairment (Visually Handicapped)
41. Vision Impairment (Blind)
42. Religious Dietary Restrictions
43. Other (List Below)
44. No Known Health Problems
Parent/Guardian Signature: __________________________________________
Explanation: __________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________
Does your child have any medication prescribed for continuous long-term use? Yes______ No______  If yes, please explain: _____________________________________________________________________________________________________

_____________________________________________________________________________________________

Parent/Guardian Signature: ________________________________________________ Date: _________________________
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