BLAIR COUNTY HEAD START HEALTH HISTORY
FOR OFFICE USE ONLY: T/TA: FSHA: START DATE:

PLEASE FILL OUT THE FOLLOWING INFORMATION!
(ALL THIS INFORMATION IS STRICTLY CONFIDENTIAL AND WILL BE SHARED WITH THE APPROPRIATE PROGRAM STAFF)
CHILD’S NAME: CHILD’S BIRTH DATE:

(F.C.: LIT ML FC Al)

CHILD’S PRIMARY MEDICAL INSURANCE AND CARD #
SECONDARY MEDICAL INSURANCE
PARENT'S NAME

PARENT MEDICAL INSURANCE

Mental/Emotional/Behavioral & Physical YES NO Comments

Hyperactivity

Attention Deficit

Bedtime (what time)

Nightmares

Other

Head/Neck: Tubes in ears

Nose bleeds

Seizures

Ear infections

Glasses

Hearing aids

Other

Heart/Lungs: Asthma

Allergies

Heart disease

Other

Bowel/Bladder: Wetting during day

Bed wetting

Constipation

Bones/Skin: Eczema/psoriasis

Other

Screening: Anemia

B

Lead

Has your child ever eaten

Plaster, wood etc?

Nutrition: Overweight/ Underweight

Food allergies (doc. By
MD)

Food intolerances

Personal/Religious food

preferences?

Diabetic
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CHECK ANY OF THE FOLLOWING THINGS THAT MAY CONCERN YOU ABOUT YOUR CHILD.

____Speech problems ____ Stammering/Stuttering ____ Developmental concerns
___Behavioral Health Issues Other Concerns:
CHILD'S DOCTOR/PRACTICE IS: PHONE NUMBER:

e Has your child had a physical check-up within the last year? YES  NO__ DATE?
e isyour child taking any medication at present? YES NO

e Ifyes, what kind of medication?

e Has your child ever been to the emergency room or in a hospital? What for?

e  Does your child go to WIC? YES  NO __ Date of last WIC visit?

If no reason why?

e Does your child take vitamins? YES ~ NO  What kind of vitamins?

CHILD'S DENTIST IS: PHONE NUMBER:
e Has your child ever been to a dentist? YES NO Fluoride in Water: YES__~ NO
e Last dental visit: Is your child on FLUORIDE at home? YES __ NO __

DOES THE PARENTS/GUARDIAN SEE A DENTIST? YES___ NO___ DENTISTIS:
DOES THE PARENTS/GUARDIAN SEE A DOCTOR? YES___ NO__ DOCTORIS:

PREGNANCY/BIRTH HISTORY YES NO | EXPLAIN "YES" ANSWERS

WERE THERE ANY PROBLEMS WITH CHILD AT
BIRTH?

WAS CHILD BORN MORE THAN 3 WEEKS EARLY
OR WAS CHILD LATE? PLEASE NOTE CHILD’S
BIRTH WEIGHT LBS 0ZS

IF YOU ARE CURRENTLY PREGNANT ARE YOU
RECEIVING PRE-NATAL CARE?

MOTHER’S AGE AT “FIRST “ PREGNANCY

NO. OF PREGNANCIES -
WAS MOTHER PREGNANT MORE THAN ONCE? NO. OF LIVE BIRTHS -

FAMILY HISTORY: Include ONLY BLOOD RELATIVE on both sides of family who has had any of the following. Use
ABBREVIATION to indicate FAMILY RELATIONSHIP TO YOUR CHILD, such as (M) mother, (F) father, (S) sister, (B) brother and
(GM or GF) for grandmother or grandfather.

HEART DISEASE/ATTACK STROKE DISABILITIES
CONVULSIONS/SEIZURES CANCER___ TUBERCULOSIS
DRUG/ALCOHOL PROBLEMS ASTHMA KIDNEY DISEASE
ATTENTION DEFICIT DISORDER DIABETES SMOKING ISSUES
MENTAL/EMOTIONAL PROBLEMS ALLERGIES LEARNING HYPERACTIVITY

OTHER FAMILY HEALTH PROBLEMS NOT MENTIONED:

PARENT/GUARDIAN SIGNATURE: DATE
SIGNATURE OF FSHA/HOME VISTOR: DATE
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