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Medical History 
To be completed by Parent or Legal Guardian
Student’s Name ______________________________   Class ______                   Date of Birth _________

Please answer all the questions. If extra space is required please write overleaf. 

Has you child ever been treated for the following:

	Disease History
	Yes
	No
	Year
	Disease History
	Yes
	No
	Year

	Allergies
	
	
	
	Ear Infection
	
	
	

	Drug Sensitivities
	
	
	
	Rheumatic Fever
	
	
	

	Asthma
	
	
	
	Tuberculosis
	
	
	

	Chicken Pox
	
	
	
	German Measles
	
	
	

	Convulsive Disease
	
	
	
	Mumps
	
	
	

	Diabetes
	
	
	
	Scarlet Fever
	
	
	

	Heart Disease
	
	
	
	Intestinal Parasites
	
	
	

	Dengue
	
	
	
	Meningitis
	
	
	

	Kidney Disease
	
	
	
	Measles 
	
	
	

	Typhoid
	
	
	
	Eating Disorder
	
	
	

	Hepatitis
	
	
	
	Other:
	
	
	

	Meningitis
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


	My Child 

Has been medically advised not to participate in any sport.
	Yes
	No
	Reason



	Is under physician’s care
	
	
	

	Has experienced loss of consciousness after an injury
	
	
	

	Has experienced a fracture or dislocation
	
	
	

	Has undergone any surgery or hospitalization
	
	
	

	Tales any medication on a regular basis 

The names of such medication and the reasons for medicating 
	
	
	

	Has allergies including hives, asthma or reaction  to bee stings
	
	
	

	Has a history of fainting with exercise
	
	
	

	Has a history of headaches
	
	
	

	Has a history of skin problems
	
	
	


Signature of Parent or Legal Guardian _______________________________________________________

Date ________________________________________________________________________________
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