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Health History Informed Consent
The disclosure of siudeni health information nithin the school is limited to the information necessary to serve the

students health or educational interest. Your signature is an informed consent to share this health histor information

with school staff on a need-to-know basis for academic success and emergenc plans. as determined by the nurse.

jI /i ,ij

Parent/Guardian signature Date

LIU jS

___________ ___________________

Student’s Name

_________________________________

Nickname n Male n Female

Home Address: Street

______________________________________________________

Apt.

City______________________________ State

_________________

Zip

___________________

)

_______________

Phone (

______

)

_____________________________

Date of Birth

________________
________________________

:j-1 fl .ilil Q J)I Q ?L1A” Ii Julu

Who is completing this questionnaire? D Mother u Father o Other:

__________________________
_____________________ _____________

‘, PA/jrNP/

Doctor/NP/PA

_______________________________________

Phone

___________________________

Dentist Phone

Health Insurance

_____________________________________

Policy#



FAMILY INFORMATION
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Father! Mother! Guardian Name___________________________________________________________________
(P lease circle relac ionsh ip to student)

_____________

-j..iI Jj3l jljia

Home address: Street Apt.
lfdiffereni fro maboic

________l

l__________

____________________

City

________________________________

State

________________Zip _______________

Occupation

__________________________________

Work #

__________ _______________
___________ __________ ____ _________

çi.t.1$J( 3,a /1jiiI ii.P

Cell!Pager # ( )

_______________________

Email:_______________________________________

_____
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Father! Mother! Guardian Name

_______________________________________________________________________

(Please circle relationship to student)

______________

Jt.nI JjLi( JIjiC.
lie’’ JLi1

Home Address: Street Apt.
If di I1&ent from aboi

1i

___________ _____________________

City

________________________________

State

________________

Zip___________________

Occupation

___________________________________

Work 4 ( —

___________ _____________________
____________________________

:jjiS1’2 i.jlI ( )__________

j!jl3l ‘iI

Ce!I!Pager 4 ( )

__________________________

Email:

_________________ ___________________



__________________________

:jiljI1 n?,J1hJL.A..
With whom does the child reside? 0 Mother 0 Father 0 Other:___________________________

?i0 ‘iO

Is there a family history of chronic illness, learning disabilities, health issues, etc? 0 No C Yes

___________________________________

fl a3J L.d U

If yes, please explain:

_l jUi

CHILD HEALTH HISTORY

‘iC ¶Ji .ii ct i 1u S
Were there any significant problems during pregnancy? C No U Yes

_____________________________________

::J’ fl 4’iI I’ U

If yes. please explain:

:S2’ij ‘‘
I

Length of pregnancy

________

weeks Birth weight: lbs. oz.

‘in

Were there any complications that occurred during or after birth? 0 No U Yes

_____________________________________

% tS U

Ff yes, please explain:

( 3i) ?JAL £4. W’ &:JJI LiS J..L0 .; Si l Aa. J

Is there any other information you’d like to share about this child’s birth history? (i.e. adoption)

4 }il i SiL s

At what age did your child do the following: Sit Crawl Walk

; :jj-1 eba

_____________ ____________

tS

First word Sentence Toilet trained: Day Night

‘iC }LI L i’i i ç1 ‘i U. flAb yjx

Has your child ever had any significant injuries, illness, or hospitalizations? U No U Yes



_____________________________________
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If yes, please explain:

‘IL SlUiJk

Does your child have any allergies? D No D Yes

___________________________________

fl

If yes. please explain:

(4L ,,i &i Ji L ,) ji LiA1L

Please describe any other health concerns (i.e. asthma, diabetes, cardiac. seizures. psychiatric or behavioral concerns)

‘j

Has your child been evaluated for vision problems? U No C Yes

_______________________________________

:y-it 42I .LS 3)

If yes, please explain:

‘ID
Does your child wear glasses? U No U Yes

I-las your child had frequent ear infections? U No C Yes

___________________________________________________

y S 1)

If yes. please explain:

____________________________________________________

‘ID
Has your child ever been evaluated for hearing problems? C No C Yes

_______________________________________

:y-it ej A’II 131

If ‘es. please explain:

- p LI ‘I El ?÷ ‘ 4L SIiL J,L
Is your child presently taking any medications? U No U Yes - please indicate:
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