HEALTH

STUDENT/PATIENT AND FAMILY MEDICAL HISTORY

CENTERS

STUDENT/PATIENT HEALTH INFORMATION

Student/Patient Name

STUDENT/PATIENT MEDICAL AND DENTAL INFORMATION

Physician Name Physician Phone #

Is he Student/Patient allergic to or has had a reaction to: Yes No

Any foods (including lactose intolerance)

Any medicines

Dentist Name Dentist Phone #

_I
|:

Local anesthetics (including lidocaine)

Latex

Please explain any allergies:

Has your child seen the dentist in the past year? [ ves D No

Date of Last Physical/Wellness Exam Date of Last Dental Cleaning

Is the student/patient taking any medicine now (including inhalers)? Yes No

If yes, please list:

Pharmacy Pharmacy Phone #

Patient History
Has the student/patient had any of the following illnesses or problems?

Condition Yes No | Condition Yes | No
Has the student/patient ever been hospitalized overnight? If yes, Anemia Mononucleosis
date(s) of hospitalization(s) and reason(s): Asthma Overweight/Obesity

Bladder or Kidney Infections Rheumatic Fever or

Heart Disease

Has the student/patient had any surgery in the past? Chicken Pox Seizures
Has there been any change in the student/patient’s health during the I: Eating Issues Sleep Issues
past year? Headaches/Migraines Tuberculosis
Are any of the student/patient’s teeth causing him/her pain? ] Hepatitis Ulcer/Digestive
Does the student/patient have any heart problems, such as heart Problems
murmur or congenital defect? “: Learning/Developmental
Does the student/patient smoke? [ | Disabilities
Do the student/patient’s gums bleed when brushing or flossing? ]| | Other health concerns:
Has student had dental cleaning in the last six months?
Is the student pregnant or possibly pregnant? 1
Is the student/patient nursing? H!
Please explain any “YES” answers: STUDENT/PATIENT BEHAVIORAL HEALTH INFORMATION

Has the student/patient ever received counseling or behavioral YES | NO

health services

Is there anything that you think our staff should know before treating the
student/patient?

If yes, please note-
Provider name/agency:
Dates of service:

Has the student/patient experienced any of the following behavioral health issues?

ISSUE YES NO | ISSUE YES | NO

Family Changes Anger Issues

FAMILY HISTORY

School Issues Attention difficulties

(ADD/ADHD)
Have any of the student/patient’s blood relatives (parents, grandparents, aunts, Social/peer stress Sadness and/or mood
uncles, brothers or sisters), living or deceased, had any of the following swings
problems? Anxiety Truancy/school
Condition Yes No | Condition Yes No avoidance

Alcoholism/abuse High blood pressure

Learning Disabilities Recent Loss

Allergies/asthma High cholesterol

Anxiety/depression Kidney disease

Birth Defects Mental retardation

Blood disorders Obesity

Other behavioral health concerns:

Cancer-type: Seizures/epilepsy

Diabetes Sickle cell anemia

Endocrine/gland disease Smoking

Heart attack or stroke: If yes, ] before age 55 [ after age 55

Parent Signature:

Date:
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