Academy of the Holy Family
Confidential Health History Form 20 ____  -  20 ____
 (To be filled out yearly and filed in students Medical Folder)

Telephone: (860) 822-9272  /  FAX:  (860) 822-1318
Student’s Name_________________________________________________________________________ Date of Birth__________________________
Personal Physician/Healthcare Provider’s Name___________________________________________________________________________________
Address_____________________________________________________________________________________________________________________
Street 


City 


State/Zip Code 


Country

E-Mail Address__________________________________________________ Telephone #__________________________________________________
Insurance Co: ______________________________________ ID No.: ____________________________ Group No: _____________________________
Insurer: ________________________________________________________   
Insurer Date of Birth: _________________________________________
DISEASE AND DEVELOPMENTAL HISTORY

Please check ( the box and explain if your daughter has a history of, or now has the following conditions or concerns:

· ADD/ADHD
(
Medication at home  (  At school
· Alcohol / Drug Abuse

· Anemia / Blood Disorder
· Anxiety / Depression / Mental Illness 
(Medication at home  ( At school

· Asthma 

· Mild     ( Moderate   (Severe
· Rescue Inhaler at home

· Rescue Inhaler with student

· Rescue Inhaler in Nurse’s Office
· Cancer  / Tumor 



· Cardiac Condition 


· Chronic Urinary Tract Infection 

· Concussion

· Convulsions 



· Dental Problems

· Diabetes
( Type I  ( Type II  
· Dysmenorrheal (Menstrual Cramps)
(
Ear Problems
( Ear Drainage
(  Ear Infections
( Tubes in Ears 
(  Left
(  Right

( Hearing Loss
(  Left 
(  Right

( Hearing Aids   (  Left
(  Right

· Eating Disorder

· Endometriosis 


· Epilepsy 


· Fainting / Loss of Consciousness
· Frequent Colds

· Frequent Nose Bleeds

· Frequent Throat Infections

· Gastrointestinal Problems
· Acid Reflux
(  Ulcer

· Head Injury with Loss of Consciousness 

· Headaches

(    Due to eyes 
(   Due to Allergies

· Unknown cause
(   Migraines
· Heart Murmur / Disease

· Hemophilia

· Hernia

· Hepatitis B or C Disease

· High Blood Pressure

· Incontinence / Bet Wetting
· Irritable Bowel Syndrome

· Jaundice / Hepatitis
· Kidney / Bladder Problems


(  UTI’s (Urinary Tract Infections)
· Liver Problems or Hepatitis

· Menstrual Problem

· Mononucleosis
· Pneumonia

· Prosthetic Device

· Respiratory (be specific) ________________________________
________________________________
· Rheumatic Fever
· Scoliosis

(  Under Treatment    (Needs Evaluation 
· Seizure Disorder

· Sickle Cell Anemia
· Skin Problem
· Stomach Problem (Explain) ________________________________
________________________________
· Thyroid Disorder/ Hormone Problems
(  Medication at home   ( Medication at school
· Tuberculosis
· Vision
Wears glasses or contacts
· Special Diet – List Below

· Other: Explain ___________________
____________________________________
____________________________________

Please list below (in English) any medication(s) (including dosage), that you take on a regular basis whether at home or at school. This is all confidential information used for Emergency Personnel as necessary.

Acne 







Epi-Pen

Allergy 







Headache

Asthma 







Pain

Anti-Anxiety/Antidepressants 




Seizure

Birth Control Pills 






Thyroid

Cardiac

Insulin (Dosage):

Other (Specify):
Allergies: Do you have an Allergy or Other Adverse Reactions to any of the following:

If you answer YES to any, please specify what the allergy is and what to do in case of an emergency.)
Medication
Yes / No
List Medication: __________________________________________________________________________
Food 
Yes / No
List Food: _______________________________________________________________________________
Insect/Bees
Yes / No
List Insect: _______________________________________________________________________________
Environmental or Seasonal Allergies
Yes / No
List: _________________________________________________________________
Any Life threatening Medical 
Yes / No
List: _________________________________________________________________
X-Ray Contrast (Dye that is used) 
Yes / No
Signature of parent/guardian__________________________________________________________ Date_________________________
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