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South Windsor Recreation Department

The 4th “R” 
 School Year 2010/2011
HEALTH HISTORY FORM
Name of School:____________________________

Please provide the following information to help the Before and After School Staff assess your child’s health needs.  This form MUST BE SIGNED BY A PHYSICIAN, PHYSICIAN ASSISTANT or ADVANCED PRACTICE REGISTERED NURSE. All information will be kept confidential and in a locked location.

**Please return this form at least 2 weeks before the start of your child’s program**
GENERAL INFORMATION

Child’s Name ______________________________________ Date of Birth _________


Last 

First

Address ________________________________________________________________


Street




Town   

State

Zip

Home Phone: ________________  Gender: □ Male  □Female  S.S.#:_____________

1st Custodial Parent/Guardian _____________________________________________

Home Phone ______________   Cell Phone _____________ Work Phone ____________

Address (if different from above)________________________________________________




Street


Town   

State

Zip

Work Address ___________________________________________________________ 



Street

   
   
Town   


 State
      
Zip

2nd Custodial Parent/Guardian _____________________________________________  

Home Phone _____________    Cell Phone _____________ Work Phone ____________

Address (if different from above)________________________________________________




Street


Town   

State

Zip

Work Address ___________________________________________________________



Street

    


  Town   

State
     
 Zip

EMERGENCY CONTACT

If above not available in case of emergency, notify: _____________________________

Relationship: ____________________________  Phone Number: __________________

INSURANCE INFORMATION:
Is the participant covered by a family medical/hospital insurance?  □ YES     □ NO

If yes, indicate carrier and plan name: ______________________  Group #: __________
PARENT/GUARDIAN AUTHORIZATION:

This health history is correct and complete as far as I know and the participant has permission to engage in all 4th ‘R’ Before and After School activities, except as noted.  I herby give permission to Staff to provide routine healthcare, administer prescribed medications, and seek emergency medical treatment including ordering x-rays or routine tests.  I agree to the release of any records necessary for treatment, referral, billing, or insurance purposes.  I give permission to the Recreation Department Staff to arrange necessary related transportation for my child.  In the event I cannot be reached in an emergency, I herby give permission to the physician selected by the Recreation Department to secure and administer treatment, including hospitalization, for the person named above.  This form may be photocopied for off site locations.

Signature of Parent/Guardian: _____________________________________________________

Printed Name: ______________________________________ Date: ________________
HEALTH INFORMATION
ALLERGIES:  Please list all known allergies to food, medication or other and explain reaction and management of reaction.

□  Check if this child has NO ALLERGIES.
____________________________________________________________________________________________________________________________________________________________
MEDICATIONS:  Please list all medications (including over the counter or non-prescription drugs) taken routinely.  PLEASE FILL OUT THE ATTACHED MEDICATION ADMIN. FORM FOR ALL MEDICATION TO BE TAKEN DURING PROGRAM HOURS.
□ Check if this child takes NO MEDICATIONS at this time.

Medication taken(s): _____________________________________________________________
Reason for taking: _______________________________________________________________
Dosage: ___________________   Specific times taken each day: __________________________
DIETARY RESTRICTIONS:

Does not eat:   □ Red Meat   □ Pork    □ Dairy Products   □ Poultry   □ Seafood  □ Eggs  
□ Nut Products         Other(specify) _________________________________________________
PHYSICAL RESTRICTIONS: Please list any physical restrictions, and adaptations or limitations that are necessary.

____________________________________________________________________________________________________________________________________________________________
GENERAL HEALTH QUESTIONS: Please explain questions answered “yes” below.
	Has or Does the Participant:
	YES
	NO
	
	YES
	NO

	1. Had recent injury, illness or infectious disease?
	
	
	13. Ever had back problems?
	
	

	2. Have a chronic or reoccurring illness/condition?
	
	
	14. Ever had problems with joints?
	
	

	3. Have frequent headaches?
	
	
	15. Have an orthodontic appliance being brought to the program?
	
	

	4. Wear glasses, contacts or protective eyewear?
	
	
	16. Have current or chronic dental problems?
	
	

	5. Have a significant visual impairment? 
	
	
	17. Have skin problems?
	
	

	6. Ever passed out during or after exercise?
	
	
	18. Have diabetes?
	
	

	7. Ever been dizzy during or after exercise?
	
	
	19. Have asthma?
	
	

	8. Ever had seizures?
	
	
	20. Had mononucleosis in the past 12 months?
	
	

	9. Ever had chest pain during or after exercise?
	
	
	21. Have problems with diarrhea /constipation?
	
	

	10. Ever had high blood pressure?
	
	
	22. If female, have abnormal menstrual history?
	
	

	11. Ever had frequent ear infections?
	
	
	23. Ever had an eating disorder?
	
	

	12. Have a hearing impairment?
	
	
	24. Ever have emotional difficulties for which professional help was sought?
	
	


If answered YES to any of the above questions, please note number and explain here. ________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________








Child’s Name
IMMUNIZATION RECORDS:
Please give all dates of immunizations for:

	Vaccine
	Date
(Yr/Mo)
	Date
(Yr/Mo)
	Date
(Yr/Mo)
	Date

(Yr/Mo)
	Date

(Yr/Mo)
	Date
(Yr/Mo)

	DTP
	
	
	
	
	
	

	TD (tetanus/diphtheria)
	
	
	
	
	
	

	Tetanus
	
	
	
	
	
	

	Polio
	
	
	
	
	
	

	MMR
	
	
	
	
	
	

	- Measles
	
	
	
	
	
	

	- Mumps
	
	
	
	
	
	

	- Rubella
	
	
	
	
	
	

	Haemophilus Influenza B
	
	
	
	
	
	

	Hepatitis B
	
	
	
	
	
	

	Varicella (chicken pox)
	
	
	
	
	
	


TB Mantoux Test

Date of last test: _________________      Result:  ____ Positive  ____ Negative 
Please check all of the following that the participant has had.

____ Measles

____ Chicken Pox

____ German Measles

____ Mumps

____ Hepatitis A

____ Hepatitis B

____ Hepatitis C

Please list any additional information about the participant’s behavior and physical, emotional or mental health about which the Before & After School Staff should be aware.  ________________________________________________________________________________________________________________________________________________________________________________________________________________________□ Check if the child has Special Needs (Please fill out additional Special Needs Request Form)
	PHYSICIAN AUTHORIZATION:

Name of Child’s Physician: _________________________________________________

Address: ________________________________________________________________

                 Street




Town   

State

Zip
Phone: ___________________

I examined this individual on ____________, (date of latest physical exam) (child is required to have a physical examination within one year prior to the start of the program).  In my opinion, the above applicant is able to participate in an active Before and After School Program. All limitations and conditions have been noted above.

Licensed Medical Personnel Signature: ______________________________________ Printed: _________________________________________________Date: ___________

Title:___________________________________________________




Form Valid Until August 2011
