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EARLY HEAD START HOME-BASED CHILD HEALTH HISTORY

Child’s Name: 							Date of Birth:						

Physician: 							Dentist: 						

Address: 							Address: 						

Date of last physical: 				 		Date of Last exam: 					

	PREGNANCY/BIRTH HISTORY
	YES
	NO
	                       COMMENTS

	1. Did mother have any health       
Concerns during this pregnancy or during delivery?
	
	
	

	2. Did mother have pre-natal care 
Throughout the pregnancy?
	
	
	

	3. Was the child born in a hospital?
	
	
	

	4. Was the child born more than 3 
      weeks early or late?
	
	
	

	5. What was the child’s birth weight?
	
	
	

	6. Did the child have any problems at birth?
	
	
	

	7.  Did child or mother stay in hospital for medical reasons longer than usual?
	
	
	

	8.  Is anyone in the family currently     pregnant?

	
	
	If yes, are they receiving prenatal care? _______

	HOSPITALIZATION AND ILLNESSES
	YES
	NO
	EXPLAIN “YES” ANSWERS

	9. Has the child ever been  
Hospitalized or operated on?
      
	
	
	


	10. Has the child ever had a serious accident (broken bone, head injuries, fall, burns, poisoning)?
	
	
	

	11. Has the child ever had a serious illness?
	
	
	

	HEALTH PROBLEMS
	YES
	NO
	EXPLAIN “YES” ANSWERS

	12. Does the child have frequent
      ___Sore Throat      ___Cough
      ___Ear Infections   ___Colds
      ___Urinary Infections or trouble 
            urinating
      ___stomach pain, vomiting,  
            diarrhea, or constipation
	
	
	

	13. Does the child have difficulty
      seeing?
	   *
	
	Explanation:___________________________________________________________________
Under Doctors Care YES NO   
Name of doctor: ______________________

	14. Does the child have problems
      with ears/hearing (Pain in ear, 
      frequent earaches, discharge, 
      rubbing or favoring one ear, 
      tubes)?
	*
	
	Explanation:____________________________________________________________________
Under Doctors Care YES NO   
Name of doctor: ______________________

	

	
YES
	
NO
	
EXPLAIN “YES” ANSWERS

	15. Has the child ever had a convulsion or seizure?  Is the child taking medicine for seizures?
	*
	
	If “yes”: When did it last happen? ____________    Under Doctors Care YES NO   
Name of doctor: ______________________
What medicine? ______________________

	16. Is the child taking any other
      medicine now?
	
	
	What medicine? ______________________


	17. Has the child had:  
 ___Boils                 ___Chickenpox
 ___Eczema            ___German 
 ___ Hives                      Measles  
 ___Measles            ___Mumps
 ___Scarlet Fever    ___Whooping 
                                       Cough
	
	
	

	18. Has the child had:
  ___Diabetes          ___Epilepsy    
  ___Liver Disease  ___Polio
  ___High Lead Levels
  ___Bleeding Tendencies   
  ___Heart/Blood Vessel Disease 
  ___Rheumatic Fever     
  ___Sickle Cell Disease 
	*
	
	Under Doctors Care YES  NO   
Name of doctor: ______________________                                 

	19.  Does the child have asthma?
(If yes, verification is needed)

	*
	
	If yes, Is an inhaler used? _______________
Is any other treatment used? ____________ Under Doctors Care YES  NO   
Name of doctor: ______________________                                 

	20.  Does the child have any allergies? 
      
      
	*
	
	If yes, is the child receiving treatment? _____
Under Doctors Care YES  NO 
Name of doctor: ______________________                                   
Please identify the allergen(s)
Food________________________________
Medicine____________________________
Airborne (dust, mold) ___________________
Other_______________________________

	21. If any “yes” answers to  questions 13, 14, 15, 18, 19, or 20 ask if any of these conditions get in the way  of the child’s everyday activities?
      
       Did a doctor or other health 
professional tell you the child has this problem?
	
	
	Describe how:



When?


	22.  Are there any conditions we 
haven’t talked about that get in the way of the child’s every day  
       activities?
	
	
	Describe:

	23. Has child seen ENT or currently have tubes? 
	
	
	



Has your child been screened or serviced by any other agency for Early Intervention Services?

If yes, what agency(ies)_________________________________ Date(s)____________________________ 

Is your child currently receiving services (ex: speech, PT, OT Behavioral Health etc.)  YES  NO 

If Yes, explain: __________________________________________________________________________ 


Nutritional Assessment

How would you describe your child’s appetite? Good: _______ Fair: _______  Poor: _______  

							YES	 NO		     COMMENTS
Does the child take vitamin/mineral supplements?	____   ____						
	Do the supplements contain iron?		____   ____						
	Do the supplements contain fluoride?	____   ____						
Were the supplements prescribed?		____   ____						

Are there foods not eaten for religious reasons? 	____   ____						
		-If Yes, Clergy verification is needed

Is the child on a special diet? (*)			____   ____						
		-If Yeas, Medical verification is needed

Does the child take a bottle?				____   ____						

Does the child eat or chew things that aren’t food?	____   ____						

Does the child have trouble chewing or swallowing?	____   ____						
	
What type (s) of milk does your child drink? (Breast, 2% Skim etc.) ____________________________

What other liquids does your child drink? (juice water etc.) ___________________________________

What types of food does the child eat?

     	        Baby Food 						    Table Food	
   Stage: ____________________________		Fruit (such as) 						
  Cereal (rice, oatmeal)		______	Vegetables (such as) 					
  Fruit (such as) 					Meat (such as) 					
  Vegetables (such as) 				Snacks (such as) 					
  Mixed Dinners (such as) 				Other (such as) 					
  Other (such as) 					

Where does your child eat most of his/her meals?								

Are there any other concerns about eating routine and mealtimes you have?				


Diapering and Toileting

Is your child currently using diapers Yes No If yes, what size/comments					

Is your child currently using pullups Yes No If yes, what size/comments					

Is your child using the toilet currently Yes No Comments							










Sleep Patterns

Does your child sleep through the night? YES  NO	comments:							

What is your child’s bedtime? 			When does your child wake-up? 				

Does your child take naps? YES  NO  If yes, indicate their usual time						

Does your child sleep in: ___Crib ___Bassinet ___Own bed ___Family Bed ___Other explain______    ______

Does your child have any problems with bedtime routines or sleeping? 						

Parent Reflections

List a few things your child is interested in: 										
															

Are there behaviors that your child demonstrates that you find frustrating or difficult to manage?
															
															

Is there anything else you would like us to know about your child and family? 					
															

Thank you for providing information about your child and family.  We will keep this information private.  Please sign below and indicate if you would like a copy the Child Health History.

Would you like a copy of the Child Health History(please circle one)   YES      NO

___________________________________________								
Enrolling Parent/Legal Guardian (Signature)						             Date

___________________________________________								
Enrolling Parent/Legal Guardian (Signature)						             Date


Parent Educator’s Signature:______________________________		Date: 				

*If Copy of was requested indicate the date that the family received a copy: 		__			
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