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STUDENT HEALTH HISTORY (Pre K - Grade 3)
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Health History Informed Consent
The disclosure of student health information within the school is limited to the information necessary to serve the
student’s health or educaticnal interest. Your signature is an informed consent ta share this health history information
with school staff on a need-to-know basis for academic success and emergency plans, as determined by the nurse.

&l a1 Py a8 5
Parent/Guardian signature Date
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Who is completing this questionnaire? o Mother o Father o Other:
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FAMILY INFORMATION
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Father/ Mother/ Guardian Name
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(Please circle relationship to student)
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Home address: Street _Apt.
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Father/ Mother/ Guardian Name
(Please circle relationship to student)
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(If different from above)
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With whom does the child reside? O Mother O Father O Other;
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[s there a family history of chronic illness, learning disabilities, health issues, etc? [0 No O Yes
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If yes, please ex_p_lain:
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CHILD HEALTH HISTORY
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Were there any significant problems during pregnancy? O No O Yes
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If yes, please explain:
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Length of pregnancy weeks Birth weight: lbs. _ozZ.
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Were there any complications that occurred during or after birth? O No [0 Yes
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If yes, please explain:

(i os1) Tl 3By al il oy Al |y pondiy LS e 333 (5 AT o glea 40 Sia (o

[s there any other information you’d like to share about this child’s birth history? (i.e. adoption)
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At what age did your child do the following: Sit Crawl Walk
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First word _____ Sentence Toilet trained: Day Night
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Has your child ever had any significant injuries, illness, or hospitalizations? O No O Yes
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If yes, please explain:
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Does your child have any allergies? [J No {J Yes
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If yes, please explain:
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Please describe any other health concerns (i.e. asthma, diabetes, cardiac, seizures, psychiatric or behavioral concerns)
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Has your child been evaluated for vision problems? O No O Yes
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If yes, please explain:
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Does your child wear glasses? [0 No O Yes
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Has your child had frequent ear infections? 00 No O Yes
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If yes, please explain:
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Has your child ever been evaluated for hearing problems? O No O Yes
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If yes, please explain:
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Is your child presently taking any medications? [0 No [ Yes - please indicate:
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Name of Medication Dose Time given
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Is this child presently under care of a physician, other than for regular check-ups? [J No O Yes
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If yes, please explain:
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Are there any restrictions on this child’s activities? 0 No 0O Yes
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If yes, please explain:
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Is there anything else about this child’s heaith that you would like to share?
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Parent/Guardian signature Date
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