Health History Form 
(To be completed by Parent/Guardian and returned to Homeroom Teacher)

Name__________________________________Grade/Teacher_______________________Date____________

This form is strictly confidential, so please answer honestly and thoroughly so that we may better care for 

your child.  Please give a detailed explanation to any YES answers.

Has your child had or is being treated for any of the following:

Yes
No
1.Glasses/contacts or other disorders of the eyes_______________________________
Yes
No
2.  Hearing loss, hearing aids, frequent ear infections_____________________________
Yes      No.      3. Frequent or severe headaches or migraines___________________________________
Yes
No
3.  Seizures, Epilepsy or seizure disorders______________________________________
Yes
No
4. History of head injury, concussion, or fainting spells___________________________
Yes
No
5.  Asthma or Reactive Airway Disease _______________________________________
Yes 
No
6.  Heart murmur; irregular heart beat; heart defect_______________________________
Yes
No
7.  Bladder/Kidney infections or disease_______________________________________
Yes
No
8. Diabetes or hypoglycemia________________________________________________
Yes      No       9. Thyroid, Adrenal or other endocrine disorder_________________________________
Yes
No
10.Anemia, sickle cell or other blood disorder___________________________________
Yes 
No
11. Disorders of the muscles, bones or joints____________________________________
Yes
No
11. Eczema, psoriasis, or other skin disorders____________________________________
Yes
No
12.  Cancers or tumors; leukemia _____________________________________________
Yes
No
13. ADD/ADHD, dyslexia, learning disorders or autistic spectrum___________________
Yes
No
14. Anxiety disorders/ Depression/ Adjustment disorders__________________________ 
Yes      No       15. ALLERGIES to foods, medication, environment______________________________
Yes      No
16.  Other not mentioned above_______________________________________________
*Yes    NO      Is your child currently under a physician’s care for any of the above?         

List all medications (prescription, over-the-counter, or holistic), including dosage and times taken:

1.________________________________________________________________________

2.________________________________________________________________________

3.________________________________________________________________________

__________________________________________________________________________

Parent/Guardian/ signature                          Printed Name                               Date
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