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Health/Development Information
Student_____________________________________________________     Birthdate ______/______/______      Grade___      Today's Date___________

 (LAST)                          (FIRST)                               (MI)                      
        (MONTH   DAY    YEAR)
Person Providing









Relationship
Information__________________________________________________________________________
to Student:__________________________  

Student's 





   Date of last



Immunization Physician_________________________________________  Physical Exam_____________________
card on file:__________________________
If you respond "yes" to any of the following items, please explain and provide age of child and/or date of occurrence:

Yes     No 
____  ____ Pregnancy complications for this child:____________________________________________________________________________________

____  ____ Prematurity:  How early? ________________________________________________   Birthweight: _______ pounds _______ ounces________
____  ____ Complications during or after delivery_____________________________________________________________________________________ 

____  ____ Developmental concerns (sitting, walking, talking, toilet training, etc._____________________________________________________________  

____  ____ Feeding or eating problems_____________________________________________________________________________________________ 
____  ____ Concerns about your child's

Weight?__________________ Coordination?___________________  Appetite?____________________ 
____  ____ Problems controlling bladder?____________________________________________________  Bowel?________________________________ 
____  ____ Hospitalization(s)  (dates and reasons)____________________________________________________________________________________
____  ____ Surgeries  (dates and reasons)__________________________________________________________________________________________ 
____  ____ Seizures____________________________________________________________________________________________________________ 
____  ____ Loss of consciousness_________________________________________________________________________________________________ 
____  ____ Serious accidents, illness, injury _________________________________________________________________________________________  
____  ____ Concussion/ head injury _______________________________________________________________________________________________ 
____  ____ Frequent headaches or stomach aches___________________________________________________________________________________ 
____  ____ Vision problems — treatment____________________________________________________  Wears glasses?__________________________ 
____  ____ Skin problems_______________________________________________________________________________________________________ 
____  ____ Allergies____________________________________________________________________________________________________________ 

____  ____ Ear infections, hearing problems —treatment________________________  Wears hearing aid(s)____________  Tubes?__________________  
____  ____ Speech/language problems_____________________________________________________________________________________________ 
____  ____ Broken bones or other orthopedic problems________________________________________________________________________________ 
____  ____ Takes medication (prescribed and/or over-the-counter) regularly: Name medication(s) and reason(s) for medication(s)_____________________ 

____  ____ Physical/neurological disorder___________________________________________________________________________________________ 
____  ____ Evaluated by educational and/or medical specialist:  Date and diagnosis:_________________________________________________________     

   Treatment:
____  ____ Requires special services or equipment: Please describe:_____________________________________________________________________

____  ____ Are your child's immunizations up-to-date?_________________________________________________________________________________ ____  ____ Date of child's last dental exam?_________________________________________ Is your child menstruating yet?_______________________ 

Please use remaining space for additional comments including special strengths and needs which should be shared with other personnel
                   (Attach another sheet if necessary).

Form

Completed by: ____________________________________________________  Position ____________________________________________________
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