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Child Health History
Child’s Name: 				________________	 ___Date of Birth: 				_____
Child’s Insurance Carrier:_________________________________ Today’s Date: 				_____
Group #: 						__  Individual #: 					_____
Date of last physical: 			_______________     Date of last dental: 					
Does the child have any allergies to medicine? Yes___ No___ If yes, please describe: 			
															
(Physician verification is required)

Has the child ever been screened or tested by another agency?      YES      or      NO
	If yes, what agency? _______________________________________________________
How recent was it: _________________________________________________________
Is anyone in the family currently pregnant?				 
If yes, is there on going prenatal care?					YES___     NO___
Would you like information on the Early Head Start program? 	YES___     NO__

	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?

	
	
	

	HOSPITALIZATION & ILLNESSES
	YES
	NO
	COMMENTS

	8. Has the child ever been  
      hospitalized or operated on?      
	
	
	

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

	10. Has the child ever had a serious illness

	
	
	

	HEALTH PROBLEMS
	YES
	NO
	COMMENTS

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

	12. Does the child have difficulty
seeing (Squinting, cross eyes, look closely at books)?

	  *
	
	

	13. Is the child wearing (or supposed to wear) glasses?

	
	
	

	14. Does the child have problems
      with ears/hearing (Pain in ear, 
      frequent earaches, discharge, 
      rubbing or favoring one ear,         
      tubes)?
	  *
	
	

	15. Has the child ever had a convulsion or seizure?  Is the child taking medicine for seizures?      
	  *
	
	

	16. Is the child taking any other
      medicine now? (Special consent form must be signed for Head Start to administer any medication).
	
	
	

	17. Is the child now being treated by a physician or a dentist?      
	
	
	

	

	
	
	

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

	19. Has the child had:
  ___High Lead Levels
  ___Bleeding Tendencies   
  ___Diabetes          ___Epilepsy  
  ___Heart/Blood Vessel Disease 
  ___Liver Disease   ___ Polio
  ___Rheumatic Fever     
  ___Sickle Cell Disease  

	  *
	
	

	20. Does the child have asthma
(If yes, verification is needed)
	  *
	
	If yes, Is an inhaler used? ___________
Is any other treatment used? ________

	21. Does the child have any allergies other than medicine or food
	  *
	
	If yes, is the child receiving treatment? ________________________________

	22. If any “yes” answers to questions 11, 14, 15,18, 19, 20, or 21, ask if any of these conditions get in the way of the child’s everyday activities
*If under care of doctor, get Health Plan completed by doctor. 
      
Which doctor or other health 
professional told you the child has this problem?
	
	
	Describe how:



When?


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




Completed by: 			________		Relationship to Child: 					

Updated By: 			_________		  Date: 		  Relationship to Child: 			


If yellow boxes are marked yes send to Health and Nutrition Specialist

image1.jpeg
SERVING ARMSTRONG, BEAVER, BUTLER, INDIANA, &
LAWRENCE COUNTIES




