JOHNSTON PUBLIC SCHOOLS
STUDENT HEALTH HISTORY FORM

Femae
Student Name Date of Birth Mae
Child's Physician Physician's Phone
Has your child ever had or have any of the following?
NO YES YEAR NO YES YEAR

Chicken Pox SpinaBifida

Measles Cerebral Palsy

Mumps Downs Syndrome

Rubella/ German Measles Cystic Fibrosis

Pertussis/ Whooping Cough Cancer

Tuberculosis Hemophilia

Pneumonia Seizure Disorder

Diabetes Asthma

Eczema Heart Condition

Any bone or muscle condition Kidney Disease

Muscular Dystrophy Anemia

Is your child prone to the following?

NO YES NO YES
Frequent headaches Tonsllitis
Fainting Nose bleeds
Frequent colds Freguent urination
Shortness of breath Gastro intestinal upset
Strep throat Nervous habits
Ear infections Dizzy Spells
Hearing problems Other, please explain

If you answered yes to any of the above, please elaborate:

(OVER)



Does your child wear the following? NO YES

Glasses
Hearing Aids
Orthopedic device

Does your child take any medication? No Yes

If yes, name of medication and dose

Does your child have allergies? No Yes
Food Medication
Environment Animals, Insects, Chemicals

Please explain how your child reacts and the severity of the reaction. (rash, wheezing etc.)

Does your child require medication for the allergic reaction? Yes No

If yes, what is the medication:

Are there any health problems that would interfere with your child's school activities?
Yes No Explain:

Please give any additional health information

May we contact your child's physician for any further information or questions we may have?
Yes No

Parent/Guardian Signature Date



