Jersey Shore Area School District Med. Form
175 A&P Drive, Jersey Shore, PA 17740

Health History

Name Date of Birth
Please check all that apply

Does your child have: Has your child had:

Cleft Palate/Lip [ Yes O No Broken Bones [ Yes I No
Frequent Sore Throats [ Yes [ No Tonsils Removed O Yes O No
Frequent Earaches [ Yes [ No Head Injury(unconscious) [ Yes No
Frequent Colds [ Yes O No Difficult Sleeping O Yes O No
Allergies [ Yes O No Convulsions [ Yes I No
Speech Difficulties [ Yes O No Epileptic Seizures [ Yes O No
Chronic Cough O Yes O No Chicken Pox [ Yes O No If yes, month/year:
Emotional Problems O Yes [ No Measles (Regular/10 Day) [ Yes [ No
Bedwetting/Wetting O Yes O No Measles (German/3 Day) [ Yes [ No
Frequent Nightmares [ Yes O No Mumps [ Yes O No
Poor Eating Habits [ Yes O No Scarlet Fever OYes [No
Stomach Problems O Yes O No Whooping Cough [ Yes ONo
Bowel Problems O Yes O No Rheumatic Fever O Yes O No
HIV/AIDS [ Yes O No

Behavioral Problems [ Yes O No

Vision Problems O Yes O No

Explain all Yes answers:

Abnormal Birth History:

List all operations:

List all major illnesses:

List all current daily medications, include dose:

List all as needed medications, include dose:

Is your child presently under medical treatment (if yes, explain):

Family History
(Please check those that apply to your family)

|:| Allergies |:| Epilepsy |:| Tuberculosis |:| Heart Disease |:| Kidney Disease
[ ] Asthma [ ] Deafness [ ] Diabetes [ ] Psychiatric Depression
Parent/Guardian Signature Date

Rev. 12/11



	Name: 
	Date of Birth: 
	If yes monthyear: 
	Explain all Yes answers 1: 
	Explain all Yes answers 2: 
	Explain all Yes answers 3: 
	Abnormal Birth History: 
	List all operations: 
	List all major illnesses: 
	List all current daily medications include dose 1: 
	List all current daily medications include dose 2: 
	List all as needed medications include dose 1: 
	List all as needed medications include dose 2: 
	Is your child presently under medical treatment if yes explain 1: 
	Is your child presently under medical treatment if yes explain 2: 
	Is your child presently under medical treatment if yes explain 3: 
	Date: 
	Check Box18: Off
	Check Box20: Off
	Throat3: Off
	Throat4: Off
	Earaches5: Off
	Earaches6: Off
	Colds7: Off
	Colds8: Off
	Allergies9: Off
	Allergies10: Off
	Speech11: Off
	Speech12: Off
	Cough13: Off
	Cough14: Off
	Emotional15: Off
	Emotional16: Off
	Wetting17: Off
	Nightmares19: Off
	Eating22: Off
	Stomach23: Off
	Stomach24: Off
	Eating21: Off
	Bowel25: Off
	Bowel26: Off
	HIV27: Off
	HIV28: Off
	Behavorial29: Off
	Behavioral30: Off
	Vision31: Off
	Vision32: Off
	Bones33: Off
	Bones34: Off
	Cleft1: Off
	Cleft2: Off
	Tonsils36: Off
	Tonsils35: Off
	Head Injury37: Off
	Head Injury38: Off
	Sleeping39: Off
	Sleeping40: Off
	Convulsions42: Off
	Convulsions41: Off
	Seizures43: Off
	Seizures44: Off
	Chicken Pox45: Off
	Chicken Pox46: Off
	Measles47: Off
	Measles48: Off
	German Measles49: Off
	GermanMeasles50: Off
	Mumps51: Off
	Mumps52: Off
	Scarlet Fever53: Off
	Scarlet Fever54: Off
	Whooping55: Off
	Whooping56: Off
	Rheumatic57: Off
	Rheumatic58: Off
	Kidney Disease: Off
	Allergies: Off
	Epilepsy: Off
	Turberculosis: Off
	Heart Disease: Off
	Asthma: Off
	Deafness: Off
	Diabetes: Off
	Depression: Off


