Mexico Central Schools

Health History

Name: _________________________________________________   Date of Birth: _________________     

Sex:  (    ) Male
(     ) Female     School:  (  ) Mexico Elementary   (  ) Palermo Elementary   (  ) New Haven







(   ) Mexico Middle School   (  ) Mexico High School

Birth and Developmental History:

Birth Weight: ___________

Developmental Milestones:    ____________ Sat up    __________ Walked     __________Started Talking
Medical History
Does your child have any serious medical problems? (Ex: Asthma, Diabetes, Heart or Kidney Problems, Seizures, Broken Bones, Head Injuries, Migraines, etc.)



Surgical History
Has your child ever had any operations? (Ex. Tonsillectomy, Adenoids, Hernia, Ear Tubes, Dental, Appendectomy, Broken Bones, etc.)

 



Family History
Is there any family history (siblings, parents, grandparents) of diabetes, high blood pressure, heart disease, cancer, tuberculosis, asthma?





Does your child have any allergies? (Food, medicine, bee stings, environmental)





Does your child take any prescription medications (daily or as needed)? Please list.





Will your child need any medication during school hours?  (   ) Yes    (   ) No

If yes, name of medication: ______________________________________________________________

Written permission from the parent/guardian and your child’s health care provider is required.  The medication must be delivered to school in the original container.
HEALTH HISTORY CONTINUED
Does your child wear glasses/contacts


(   ) Yes     (   ) No

Has your child seen an eye doctor?


(   ) Yes     (   ) No

Does your child have a hearing problem?

(   ) Yes
   (   ) No


If yes, when?  ___________________________________________________________________

Does your child have braces?



(   ) Yes
   (   ) No

Has your child visited a dentist?



(   ) Yes     (   ) No


If yes, when?  ___________________________________________________________________

Do you have any concerns about your child’s growth (height or weight)?

Emergency Information:

Child’s Health Care Provider: _____________________________________________________________

Phone Number:  _______________________________________________________________________

In case your child is ill or injured at school or if there is an urgent situation, please list in order of priority, the adult that should be contacted first:
Name: ______________________________________________ Phone: __________________________

Name: ______________________________________________ Phone: __________________________

Name: ______________________________________________ Phone: __________________________
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