
St. John Vianney School
2950 Southwestern Boulevard;  Orchard Park, New York 14127

(716) 674-9232

Confidential Health History

Student Name  _______________________________________________________________________________________
Last First MI

Birthdate  ____/_____/_____    Home Phone  _________________________________

Address  ___________________________________________________________________________________
Street City State Zip

Father s Name  ________________________________________________  Work # ______________________

Mother s Name  _______________________________________________  Work # ______________________

Emergency Contact  ____________________________________________  Work #______________________

Physician Name  _______________________________________________  Phone # _____________________

Dentist Name  _________________________________________________  Phone # _____________________

Please give dates; Use other side to explain further

Chicken pox  ___________________________________

Measles, mumps, rubella  _________________________

Vaccine preventable diseases  ______________________

Frequent sore throats  ___________________________

Pneumonia  ____________________________________

Asthma, wheezing, hay fever  ______________________

Shortness of breath  ______________________________

Mononucleosis  _________________________________

TB or TB contact  ________________________________

Heart disease (murmur)  __________________________

Rheumatic fever  ________________________________

Kidney disease  __________________________________

Bladder problems  _______________________________

Orthopedic problems (fractures)  ___________________

Scoliosis  _______________________________________

Muscle or joint problems  _________________________

Eczema or skin rashes  ___________________________

Eye problems  ___________________________________

Hearing problems  _______________________________

Speech problems  ________________________________

Dental problems  ________________________________

Nutritional or weight problems  ____________________

Menstrual problems  _____________________________

Operations  _____________________________________

Hospitalizations  ________________________________

Seizures  _______________________________________

Fainting spells  __________________________________

Allergies  _______________________________________

Behavioral problems  _____________________________

Developmental problems  _________________________

Social adjustment problems  _______________________

Diabetes  _______________________________________



Health History      Page 2

Student Name  __________________________________________________________________________________________
Last First MI

Does your child take medication daily?  ____________   If yes, what medication?  _________________________

Will it be necessary to take the medication in school?  _________________________________________________

Growth & Development

Birth weight  ______________       Age walked  ______________ Age toilet trained  _______________________

Age began using single words __________________________  simple sentences  ______________________________

Congenital abnormalities or defects  ___________________________________________________________________

In relation to most children, do you feel that your child s growth & development was average, slow

or fast?  ___________________________________________________________________________________________

Are there any special problems that we should know about to better help your child?  __________________________

__________________________________________________________________________________________________

_______________________________________________________   __________________________
Parent Signature           Date

Space for further explanations of health issues


