Cook County School District No. 104

Special Education Department

Health History

	
	Date: 
	     

	Student’s Name:
	     
	
	Male:  FORMCHECKBOX 

	Female:  FORMCHECKBOX 


	Parent’s Name:
	     
	
	Birthdate:
	     

	Address: 
	     
	
	School: 
	     

	
	     
	
	Grade/Program:
	     

	Phones
	(H):
	     
	(C):
	     
	(W):
	     


Prenatal History

	Number of Pregnancies:
	     
	Mother’s age at child’s birth:
	     

	Child’s birth order:
	     
	

	Did you experience any of these problems with this pregnancy?
	

	 FORMCHECKBOX 

	Anemia
	
	 FORMCHECKBOX 

	High Blood Pressure
	
	 FORMCHECKBOX 

	Accidental or serious injury

	 FORMCHECKBOX 

	Diabetes
	
	 FORMCHECKBOX 

	Spotting/bleeding
	
	 FORMCHECKBOX 

	Emotional Stress

	 FORMCHECKBOX 

	RH neg.
	
	 FORMCHECKBOX 

	Swelling  
	
	 FORMCHECKBOX 

	Toxemia

	 FORMCHECKBOX 

	Seizures  
	
	 FORMCHECKBOX 

	Excessive wt. gain/loss
	
	 FORMCHECKBOX 

	Smoking

	 FORMCHECKBOX 

	Infections
	
	 FORMCHECKBOX 

	Contagious diseases
	
	 FORMCHECKBOX 

	Alcohol/drug use

	 FORMCHECKBOX 

	Other:      


Birth History

	Where was baby delivered?
	     
	Birth weight:
	     

	 FORMCHECKBOX 
 Premature (less than 38 weeks)
	 FORMCHECKBOX 
 Full term (38-40 weeks)
	 FORMCHECKBOX 
 Post term (40+ weeks)

	Labor:
	 FORMCHECKBOX 
 Spontaneous
	 FORMCHECKBOX 
 Induced
	How long?
	     

	Delivery:
	 FORMCHECKBOX 
 Spontaneous
	 FORMCHECKBOX 
 Induced
	 FORMCHECKBOX 
 Assisted by instruments?

	
	 FORMCHECKBOX 
 Vaginal
	 FORMCHECKBOX 
 C-Section – Reason:      

	
	
	
	

	Condition of infant immediately following birth:
	

	 FORMCHECKBOX 
 Respiratory distress
	 FORMCHECKBOX 
 Spontaneous cry
	 FORMCHECKBOX 
 Birth defects

	
	
	

	Condition of infant during hospital stay:
	

	 FORMCHECKBOX 
 Regular nursery
	Was the baby discharged with the mother?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	(If “No”)
	Reason:      

	 FORMCHECKBOX 
 Required NICU/Special Care Nursery
	
	
	

	
	Transferred Out:
	 FORMCHECKBOX 
 Yes (Where:      )
	 FORMCHECKBOX 
 No

	(If “No”)
	Reason:      


	Did baby experience any of the following?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 

	Drug withdrawal
	 FORMCHECKBOX 

	Surgery, for what? -      

	 FORMCHECKBOX 

	Seizure activity
	 FORMCHECKBOX 

	Blood transfusion, why? -      

	 FORMCHECKBOX 

	Anemia
	 FORMCHECKBOX 

	Infection
	 FORMCHECKBOX 

	Jaundice

	 FORMCHECKBOX 

	Respiratory distress  
	 FORMCHECKBOX 

	Was oxygen needed? -      

	 FORMCHECKBOX 

	Breast fed? How long? -      
	 FORMCHECKBOX 

	Bottle fed?  How long? -      


Developmental History

	Milestones - Approximate age child developed in the following areas: 

	Rolled back and forth:
	     

	Sat alone:
	     

	Crawled:
	     

	Walked:
	     

	Talked Words:
	     
	Used Sentences:
	     

	What was the age of toilet training?
	     

	Any bedwetting problems?
	     


Behaviors/Temperament/Personality

	Do any of the following behaviors describe your child?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 

	Bottle to bed
	 FORMCHECKBOX 

	Thumb sucking
	 FORMCHECKBOX 

	Overly sensitive

	 FORMCHECKBOX 

	Temper tantrums
	 FORMCHECKBOX 

	Head banging
	 FORMCHECKBOX 

	Clumsiness

	 FORMCHECKBOX 

	Breath holding
	 FORMCHECKBOX 

	Biting
	 FORMCHECKBOX 

	Teeth grinding

	 FORMCHECKBOX 

	Rocking
	 FORMCHECKBOX 

	Overactive
	 FORMCHECKBOX 

	Eats inedible things

	 FORMCHECKBOX 

	Nervous/anxious
	 FORMCHECKBOX 

	Hand dominance
	 FORMCHECKBOX 

	Nail biting

	Comments:      


Immunizations/Student’s Physician(s)/Agencies                    

	Are immunizations in compliance to state law?
	     

	If not, why?
	     

	Current Physician:
	     

	When was the student’s last doctor visit?
	     

	Concerns/results:
	     

	Date of last dental exam:
	     

	Other specialists involved with child (Neurologist, Orthopedic, Cardiologist, ENT, Vision, etc.)

     

	Agencies involved:      


Vision and Hearing
	Any current vision concerns?
	     

	Any past vision problems?
	     

	Date of Vision Screening:
	     
	Results:
	     

	Wears glasses:
	     
	Last doctor exam:
	     

	Any current hearing concerns?
	     

	Any past concerns?
	     

	Hearing screening:
	     
	Results:
	     


Student’s Health History

	Has your child ever had the following:
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	 FORMCHECKBOX 

	ADD
	
	 FORMCHECKBOX 

	Dental concerns
	
	 FORMCHECKBOX 

	Headaches

	 FORMCHECKBOX 

	ADHD
	
	 FORMCHECKBOX 

	Diabetes  
	
	 FORMCHECKBOX 

	High Fever

	 FORMCHECKBOX 

	Asthma
	
	 FORMCHECKBOX 

	Ear infections
	
	 FORMCHECKBOX 

	Meningitis

	 FORMCHECKBOX 

	Burns
	
	 FORMCHECKBOX 

	Emotional problems
	
	 FORMCHECKBOX 

	Orthopedic problems

	 FORMCHECKBOX 

	Cardiac problems
	
	 FORMCHECKBOX 

	Fractures
	
	 FORMCHECKBOX 

	Respiratory problems

	 FORMCHECKBOX 

	Chicken Pox
	
	 FORMCHECKBOX 

	Gastric problems
	
	 FORMCHECKBOX 

	Seizures

	 FORMCHECKBOX 

	Child abuse referrals
	
	 FORMCHECKBOX 

	Head injury  
	
	 FORMCHECKBOX 

	Skin conditions

	 FORMCHECKBOX 

	Allergies – List:      

	Comments:      

	Is your child taking any medication on a regular basis?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	If “Yes” – reason, medication, dosage, route, and schedule:      

	Has your child ever been hospitalized for any reason since birth?      

	Has your child had any serious accidents?      

	What is your child’s bed time?      
	Any problems?      

	Describe child’s eating habits:      
	Any special diet?      

	Child’s current weight:      
	Height:      

	School attendance/Numbers of days missed:      


Family Medical History

	
	
	Maternal
	Paternal

	Major illnesses:  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	
	     
	     

	Allergies: 
	     
	     
	     

	Significant physical defects: 
	     
	     
	     

	Emotional problems: 
	     
	     
	     

	Recent illnesses or deaths in family? 
	     
	     
	     


Parent Concerns

	How can we assist in your child’s academic learning?      


	Information provided by:
	     
	
	Relationship:
	     

	Interviewer:
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