Ohio Department of Health « School and Adolescent Health

Health History

Student’s name

Sex

[ male

Bate of hirth

[} Female /

Family Health History Please list allergies, heart problems, diabetes, cancer or other serious health conditions.

Father

Mother

Brothers and Sisters

Birth and Developmental History [ No unusual birth or developrmental history

Was infant born full term?

O me

Did the mother have any unusual physical or emotional iliness during this pregnancy?

1 ves

Did the infant have any sickness or problems?

[(ves [1nNo
[Jves [ONeo

Briefly explain iliness or problems,

[ About the same

("} Advanced

How does the child’s development compare to other children, such as his or her brothers/ssters or playmates?

L] Delayed

Student Health Conditions

L1 Allergies

LT Asthroa

{1 ADD/ADHD

L Autism

[3 Behavior concerns

L3 sirth/congenital malforrmations
[J Bone/muscle/joint problems
L] Blood problems

07 Bowei/bladder problems

£1 cancer

£ Cystic fibrosis

[.] Diabetes

[} Depression

[ Ear problem/hearing difficulty
L) Emotional concerns

[ Headaches

[1 Heart probiemns

{1 Hemophitia

£ Juvenile arthritis

[ tead poisoning

(3 migraines

[-] Neurormuscular disorder

L] YES,my child receives regular medicai/health care for the following conditions;

] NO medical conditions
[.J Seizure disorder
L] Sickle celi anemia
L3 Skin conditions
[ Speech problems
(] Traumatic brain injury
[ vision problerns (glasses, contacts)
0 Other

] Other

1 other

1 Other

[} Other

Please explain any conditions above or any reasons for hospitalizations.

Allergy type Reaction

Please indicate any allergies your child may have,

Schoot restrictions or recommended actions

] Bee/Insect

[J Food

3 Medicatien

L] Other
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Health HiStOI‘y continued

Please fist any prescription and cover the counter medication that your chiid takes on a reqular basis.
Medication and dose . Time Reason

Do any heaith 2nd/or medicat conditions require school restrictions, modifications, andfor intervention?
1 Yes ElNo  irves, please explain.

Does the student require any spedial precedures and/or treatrents for their health condition(s)?
™ Yas fINo. ¥ YES, please explain.
P P

Piease indicate any other information about your child’s health or development that your think would be hefpful for the school to know,

Form completed by Relationship to student Date

Has your child ever had an injury or iliness (such as a head injury or seizure) that caused
him/her to be unconscious for a period of time? How long?

Has your child had any other injury that might affect his/her school activities?
Describe:

Has your child had experience in any type of school, such as Sunday School, Head Start,
- Preschool, or Day Care? Please indicate where,

Does your child have earaches, or sore throats, three or more times a year?

Has your child had his/her tonsils removed? Tubes in ears?

Has your child had Chickenpox disease? If so, when?

Has your child been to a dentist? Any problems now?




