
Please complete the health history information below in order for us to begin compiling your 

student’s health record at school. 

Thank you, 

District 28 Health Offices 
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	No/Yes - Allergies: [No]
	Last Name: 
	First Name: 
	DOB: 
	Sex: 
	School: 
	Grade: 
	Allergies: 
	No/Yes - Medications: [No]
	Medications: 
	Yes - Asthma: Off
	No - Asthma: Off
	Yes - Wakes Coughing: Off
	No - Wakes Coughing: Off
	Yes - Birth defects: Off
	No - Birth defects: Off
	Yes - Developmental Delay: Off
	No - Developmental Delay: Off
	Developmental Delay: 
	Birth Defects: 
	Asthma: 
	Yes - Blood Disorder: Off
	No - Blood Disorder: Off
	Blood Disorder: 
	Yes - Diabetes: Off
	No - Diabetes: Off
	Diabetes: 
	Yes - Concussion: Off
	No - Concussion: Off
	Concussion: 
	Yes - Seizures: Off
	No - Seizures: Off
	Seizures: 
	Yes - Heart problems: Off
	No - Heart problems: Off
	Heart problems: 
	Yes - High blood pressure: Off
	No - High blood pressure: Off
	High blood pressure: 
	Yes - Dizziness: Off
	No - Dizziness: Off
	Dizziness: 
	No/Yes - Eye Vision problems: [No]
	Glasses: Off
	Contacts: Off
	Last Eye Exam: 
	Other eye concerns: 
	Yes - Hearing problems: Off
	No - Hearing problems: Off
	Hearing problems: 
	Yes - Bone/joint problem: Off
	No - Bone/joint problem: Off
	Bone/joint problem: 
	Yes - Organ loss of function: Off
	No - Organ loss of function: Off
	Organ loss of function: 
	Yes - hospitalizations: Off
	No - hospitalizations: Off
	Hospitalizations: 
	Yes - Surgery: Off
	No - Surgery: Off
	Surgery: 
	Yes - Serious Injury/Illness: Off
	No - Serious Injury/Illness: Off
	Serious Injury/Illness: 
	Yes - TB Positive: Off
	No - TB Positive: Off
	Yes - TB Disease: Off
	No - TB Disease: Off
	Yes - Tobacco: Off
	No - Tobacco: Off
	Tobacco: 
	Yes - Alcohol/Drug Use: Off
	No - Alcohol/Drug Use: Off
	Alcohol/Drug Use: 
	Yes - family history of sudden death: Off
	No - family history of sudden death: Off
	Family history of sudden death: 
	Braces: Off
	Bridge: Off
	Plate: Off
	Dental - Other: 
	Date: 
	Middle Name: 


