


Health History 
To be completed by a Parent or Guardian 

Student Name: Date of Birth: Sex: □ Male □ Female 
-------------- ------

Parent/Guardian Name: 
------------

Address:. _______________ _ 

Phone: 
-----------

City, State, Zip Code: ___________ _ 

Medical History 

Cause of Developmental Disability, if Known 

Chronic Medical Condition(s) (Diagnosis) 

Allergies, Reactions, and Treatment of 

allergy (Foods/Medications/Other) 

Seizures 

Surgeries/Hospitalizations 

Physical Restrictions 

Dietary Restrictions/Food 

Supplements/Modified Diet 

Any other important medical history 

Current List of Medications (Prescription and Non-Prescription) 

Name of Medication Dosage Purpose Administered at School*** 

D Yes 0 No 

□ Yes □ No

D Yes □ No

D Yes □ No

•�*If medication needs to be administered or kept at school, complete an "Administration of Medication Request Form"for school

Parent/Guardian Signature: ___________________ _ 
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