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PARENT’S REPORT OF MEDICAL HISTORY
Student’s Name: __________________________________________________        
Birthdate: _______________

SSN: ___________________________
Father’s Name: ______________________________

Mother’sName: ___________________________
SSN: ______________________________________

SSN: ____________________________________

Father’s condition of health __________________________________________________________________

_________________________________________________________________________________________

Mother’s condition of health __________________________________________________________________

__________________________________________________________________________________________

Siblings’ condition of health __________________________________________________________________

__________________________________________________________________________________________

GENERAL CONDITION OF HEALTH (Please check any/all that apply)

Abdominal Pain ______

Frequent Sore Throat ______


Muscle Cramps ______

Allergies  ______


Frequent Boils, Styes, Infections ______

Nose Bleeds _______

Crippling Conditions ______
Frequent Urination ______


Persistent Cough _______

Dental Defects _______

How Often? _______



Poor Vision _______

Diarrhea _______

Frequent Leg Pains _______


Parasites ________

Dizziness _______

Headaches _______



Speech Difficulty _______
Ear Aches ______

Hearing Difficulty ________


Shortness of Breath _______

Fainting Spells _______

Hernia _______




Tires Easily _______

How many colds has the student had in the last 12 months? _________________________________________

PERSONAL RECORD (Please answer all of the following Y = Yes, N = No)

Does the student have any disabilities or deformities? ______________________________________________

Is the student shy? _________

Overactive? __________

Bites fingernails? _______________

Does he/she suck thumb? _______

Have excessive fears? _______
Have temper tantrum? ___________
Does he/she like school? _______

Play well with others? _______
Eats breakfast? __________

Does student take naps? ________

At what time and how long? ___________________________________

When is his/her regular bedtime? _____________________


Rising time: _____________________

I understand that all pupils who show symptoms of communicable diseases are to be excluded from classes until readmission is acceptable to school authorities. I will cooperate by keeping my child home during such times and will be responsible for informing the school of such conditions.

Date: ____________________________

Signature of Parent: ____________________________________________________________
PHYSICIAN’S REPORT OF PHYSICAL EXAMINATION
Please review the student’s history and complete this form. Please comment on any/all positive answers.

Student’s Name: _________________________________________

Gender: _______________

Birthdate: ___________________

Weight: __________________
Height: ________________

Medical History (please note the age at which each condition began on all positive answers)


Asthma __________________
Heart Disease _______________

Pneumonia ______________

Chicken Pox ______________
Measles (please note type) ___________
Rheumatic Fever _________

Convulsions ________________
_________________________________
Scarlet Fever ____________

Diabetes ________________________________________________________
Whooping Cough _________

Diphtheria ______________________________________________________
Other __________________

Discharging ears _______________


Polio __________________

Immunizations (enter dates administered)

D.P.T.  1. ___________
2. __________   3, ____________   4. _____________    DT _________

Polio
1. ___________
2. ____________
3. ____________
Booster _______________________

Rubella Vaccine ______________________________
Tetanus ___________________________________ 

Measles _____________________________________


Physical Examination:



____________________
Eyes

_________________________  Chest



____________________  Skin & Hair
_________________________  Heart



____________________
Ears

_________________________  Abdomen



____________________
Nose & Throat
_________________________  Genitalia



____________________
Mouth & Teeth
_________________________  Hernia



____________________
Coordination
_________________________  Skeletal

Recommendations for physical activities: ________________________________________________________________________
Does the student have any special care needs? ____________________________________________________________________

Physician’s signature: ________________________________________________________________________________________

Physician’s name (please print) ________________________________________________________________________________

Address: ___________________________________________________________________________________________________

Phone Number: _______________________________
Date of Examination: ______________________________________
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