Form 3-44

CHILD & FAMILY DEVELOPMENT PROGRAMS

 Child Health History


Center: _________________________________________
DATE: _____________________

	General Information

	Child’s Name:                                                                                    Child’s DOB:

	Name of person providing the information:
Relationship to the child:

	Name of staff person assisting with health history:

	Physical and Dental Health

	1.  When was your child’s last physical (well child) exam and by whom?


	2.  What health problems has your child had in the past?


	3.  Does your child have any health concerns now?



	4.  Does your child have:  (check all that apply)
(    ) allergies to dust, grass, pollen                         (    )  difficulty hearing or have tubes
(    ) allergies to food                                                (    )  epilepsy / seizures
(    ) allergies to insect stings or bites                      (    )  neurological problems
(    ) allergies to medication                                    (    )  orthopedic problems   

(    ) asthma                                                               (    )  vision problems or wear glasses
(    ) diabetes       
List all known allergens:       
                                             

	5.  Does your child take any medicine (vitamins, fluoride, iron, other) regularly?  If so, 
     please list and explain.  
     Will he/she need to take it during classroom time?  

	6a. Has your child had a head injury, concussion or has  anything happen that may      

       have caused a blow to the head?  Was there a car accident, a fall off a bed, 
       playground equipment, or down stairs?  A fight with a playmate or a sibling?  Was 
       there any incident that led to a disruption in consciousness or period of confusion? If 
       so, please explain. 

6b.  Has your child gone to the ER, been hospitalized, had surgery, or any other serious
       injuries?  If so, please explain. 



	7.  When was your child’s last dental exam and cleaning and by whom?



	8.  What dental problems has your child had in the past?


	9.  Do you have any concerns about your child’s teeth or gums?  If yes, please describe.


	10.  Does your child drink fluoridated water?


	11.  Is child being treated by a health or dental specialist?  If so, for what and by whom.



	Birth and Development

	12.  Did mother or child have any health issues  during the pregnancy, during delivery,
       or after the birth of this child?  If yes, please explain.


	13.  Do you have any concerns about your child’s development or behaviors?  If yes,                          
       please explain.


	14.  Does your child have any problems with talking or making sounds?  Do you or others  
       have trouble understanding what your child is saying?  If so, please explain.


	Social Relationships/ Play

	15.  Please tell me one or two things your child is interested in or likes to do.


	16.  How does your child act when playing with a few children his/her own age or with a
       group of children?


	17.  How does your child act around adults and children he/she does not know?


	18.  What ages are your child’s most frequent playmates?


	19.  Does your child worry a lot, or is he/she very afraid of anything?  If so, please explain.


	20.  Has your child ever been separated from a parent/guardian (for divorce, 
       incarceration, parole/probation, hospitalization, etc.)?



	21.  Please describe any special recommendations or assistance your child will need to 
       participate in classroom activities.  


	22.  Is there anything else you would like us to know about your child?  


	Daily Living

	23.  Does your family have any ethnic/cultural food preferences?  If so, please explain.


	24.  Do you have concerns about your child’s diet, eating habits, physical activity level or 
       weight?  If so, please explain.


	25.  Are your receiving food stamps?

	26.  Does your child have trouble sleeping or have nightmares?  If so, please explain.



	27.  What is your child’s regular sleeping patterns?
                  Wakes at:                         Goes to bed at:                         Naps at:

	28.  How does your child tell you when he/she needs to use the bathroom?


	29.  Does your child have special words for going to the bathroom or for body parts?  If so, 
       please explain.


	30.  Are there times when you can not figure out why your child gets cranky, upset or 
       cries?   If so, please explain.


	31.  Have there been any big changes in your child’s life in the last year?  If so, please 
       explain.  


	32.  Are you or your family having any problems now that might affect your child?  If so, 
       please explain.  

	Adult Living and  Routines

	33.  Does anyone who lives in the child’s home smoke or chew tobacco?


	34.  Does your child spend time around people who are smoking or chewing?  (If yes 
       when, where, who).



	35.  All families disagree and have conflicts.  How do the adult family members talk to 
       each other when one of you is upset?  



	36.  Would you like information about personal safety for an adult or child in your family? 



	37.  Have you or anyone your child spends time with:
(    )  lost interest in things that were enjoyable?
(    )  had changes in sleeping patterns?
(    )  had thoughts or talked about killing or hurting themselves or others

(    )  had changes in eating habits?
(    )  had difficulty coping with daily activities, employment, school, or chores?

(    )  currently taking medications or receiving counseling?

(    )  experienced depression or seasonal depression?



	38.  Do you or someone else who lives in your home have problems with gambling, 
       alcohol, illegal substances, or prescribed pain medication?



	39.  Has gambling or the use of alcohol, illegal substances, or prescribed pain medication 
       created problems between people you care about at home, work, or in the 
       community?  



	40.  Would you or someone in your family like help to quit gambling or help to quit using 
       alcohol, illegal substances, or prescribed pain medication?



	41.  Is there anything else you would like for us to know or are there other service agencies 
       you would like to know about in addition to Head Start?  




The information on this form will remain strictly confidential.
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