STUDENT’S MEDICAL HISTORY

Student Name:____________________________________________________________       Date of Birth:_____/_____/_____  

Medical History:

Does your child have any allergies?____Yes  ____No  If yes, What?____________________________________________________

List any medications your child is taking now and the problem for which the medication was given:

Medication



        Reason




How Long

__________________________________           __________________________________          ____________________________

__________________________________           __________________________________          ____________________________

Has your child ever been hospitalized?  ____Yes  ____No  If yes, give the age at time of hospitalization and describe the problem.

Problem 









Age

__________________________________________________________________________          ___________________________

__________________________________________________________________________           ___________________________

Has your child ever had any serious injuries?  ____Yes  ____No  If yes, explain.__________________________________________

___________________________________________________________________________________________________________

Has your child had any of the following:  

Yes    No                                                                                               Yes    No

 FORMCHECKBOX 
      FORMCHECKBOX 
  Eating Problems





 FORMCHECKBOX 
      FORMCHECKBOX 
  Tuberculosis (Contact/Infection)

 FORMCHECKBOX 
      FORMCHECKBOX 
  Sleeping Problems




 FORMCHECKBOX 
      FORMCHECKBOX 
  Heart Problems (Murmur, Rheumatic, Disease)
 FORMCHECKBOX 
      FORMCHECKBOX 
  Weight Problems




 FORMCHECKBOX 
      FORMCHECKBOX 
  High Cholesterol

 FORMCHECKBOX 
      FORMCHECKBOX 
  Vision Problems




 FORMCHECKBOX 
      FORMCHECKBOX 
  Stomach Problems (Diarrhea, Constipation, Celiac, 

                                                                                                                                                              Vomiting)  

 FORMCHECKBOX 
      FORMCHECKBOX 
  Hearing Problems




 FORMCHECKBOX 
      FORMCHECKBOX 
  High Blood Pressure

 FORMCHECKBOX 
      FORMCHECKBOX 
  Lyme Disease





 FORMCHECKBOX 
      FORMCHECKBOX 
  Urinary Tract Infection

 FORMCHECKBOX 
      FORMCHECKBOX 
  Skin Disorders (Eczema, Psoriasis)


 FORMCHECKBOX 
      FORMCHECKBOX 
  Menstrual Problems

 FORMCHECKBOX 
      FORMCHECKBOX 
  Ear Infections





 FORMCHECKBOX 
      FORMCHECKBOX 
  Significant Injury/Broken Bones

 FORMCHECKBOX 
      FORMCHECKBOX 
  Asthma






 FORMCHECKBOX 
      FORMCHECKBOX 
  HIV/AIDS

 FORMCHECKBOX 
      FORMCHECKBOX 
  Pneumonia





 FORMCHECKBOX 
      FORMCHECKBOX 
  Arthritis

 FORMCHECKBOX 
      FORMCHECKBOX 
  Headaches/Migraines (circle)



 FORMCHECKBOX 
      FORMCHECKBOX 
  Seizures

 FORMCHECKBOX 
      FORMCHECKBOX 
  Blood Disorders (Anemia, Sickle Cell Disease or Trait
 FORMCHECKBOX 
      FORMCHECKBOX 
  Attention Deficit Disorder

                                            Thalessemia Disease or Trait)

 FORMCHECKBOX 
      FORMCHECKBOX 
  Oppositional Defiance Disorder

 FORMCHECKBOX 
      FORMCHECKBOX 
  Depression





 FORMCHECKBOX 
      FORMCHECKBOX 
  Mental Illness

 FORMCHECKBOX 
      FORMCHECKBOX 
  Hernia






 FORMCHECKBOX 
      FORMCHECKBOX 
  Diabetes

 FORMCHECKBOX 
      FORMCHECKBOX 
  Thyroid Problems




 FORMCHECKBOX 
      FORMCHECKBOX 
  Cancer

 FORMCHECKBOX 
      FORMCHECKBOX 
  Mononucleosis





 FORMCHECKBOX 
      FORMCHECKBOX 
  Rheumatic Heart Disease

 FORMCHECKBOX 
      FORMCHECKBOX 
  Meningitis





 FORMCHECKBOX 
      FORMCHECKBOX 
  Sexual or Physical Abuse






 FORMCHECKBOX 
      FORMCHECKBOX 
 Hepatitis

 FORMCHECKBOX 
      FORMCHECKBOX 
  MRSA






 FORMCHECKBOX 
      FORMCHECKBOX 
 C-Diff














Please list any concerns you have regarding your child’s health:______________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

Would you like the School Based Health Center Staff to contact you about these concerns?  ____Yes    ____No

STUDENT MEDICAL HISTORY (CONTINUED)
Family Health History:

Please check below if any of your child’s relatives (i.e., Parents, brother/sisters, aunts, uncles, or grandparents) have/had any of the following illnesses and note which relative had them:


Illness





Relative




Explanation

 FORMCHECKBOX 
  Diabetes, Endocrine Disorder


______________________

_____________________


 FORMCHECKBOX 
  Cancer




______________________

_____________________

 FORMCHECKBOX 
  Heart problem, Vascular Disease/Stroke

______________________

_____________________

 FORMCHECKBOX 
  High Blood Pressure



______________________

______________________


 FORMCHECKBOX 
  Blood Disorders including Anemia/Thalessemia
______________________

______________________

 FORMCHECKBOX 
  Respiratory Problems including Asthma

______________________

______________________

 FORMCHECKBOX 
  Mental Illness



______________________

______________________

 FORMCHECKBOX 
  Alcohol/Drug Problems


______________________

______________________

 FORMCHECKBOX 
  Infections (TB, HIV, AIDS)


______________________

______________________

 FORMCHECKBOX 
  Death Under the age of 50


______________________

______________________

 FORMCHECKBOX 
  Liver/Kidney Problems


______________________

______________________

I have read the materials supplied to me regarding the services of the Health Centers and give permission to the above named student to obtain medical and/or mental health services offered at The Dr. Robert E. Appleby Health Centers (REAHC) while he/she is in school.  Furthermore, I give permission to the Health Centers to release information regarding treatment and/or services to insurance providers for the purpose of billing, if applicable.  I authorize insurance payments to be made directly to The Dr. Robert E. Appleby Health Centers for services provided.

___________________________________

____________

________________________

    Name of person completing this form

       Date

    Relationship to Student

