 STUDENT HEALTH HISTORY

Name: 







  Age: 

 Grade: 



Date of Interview: 


 Individual providing health history: 


 

History:

Does this student have an ongoing health concern?  (asthma, diabetes, high blood pressure, etc.) 


(  Yes  ( No


If “yes”, please describe: 




Does this student use or carry an inhaler?_________________________________

Does this student cough, wheeze, or have trouble breathing during or after activity?___________________

______________________________________________________________________

Does this student have any allergies?      ( Yes    (  No

If “yes”, please list:    


      


Has the allergy required emergency treatment?          (  Yes    ( No


If “yes”, please explain:  




Is there a history of any hospitalizations, significant injuries or surgery?     ( Yes   ( No


If “yes”, please describe:  




Has this student had any broken bones or dislocations?_____________________________________________

             If “yes”, please describe:_________________________________________

Does this student have a heart condition or murmur?_______________________________________________

            Has this student ever passed out during or after exercise?_____________________________________

            Has any family member died at an age of 30 years or younger of a heart attack?__________________

Has this student ever had a head injury or concussion?_____________________________________________

           If “yes”, please describe:_________________________________________

Does this student have a history of seizures, or epilepsy?___________________________________________

Does this student have any hearing or vision problems?____________________________________________

         Wear glasses or contacts?_________________________________________

Does this student take any medication regularly at home?       
(  Yes    (  No



Require medication at school?           

(  Yes    (  No


If “yes”, please describe:  




Please list any additional concerns or information: 




