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Good Samaritan School
Student Health History Form

CHILD’S FULL NAME:  _________________________________________________________   BIRTHDATE: _________________
PARENT/LEGAL GUARDIAN’S NAME:  ___________________________________________________________________________
NAME OF CHILD’S PHYSICIAN/ MEDICAL PROVIDER: _______________________________________________________________
	ADDRESS: __________________________________________________________________________________________
	PHONE NUMBER: ____________________________________________________________________________________
DATE OF LAST PHYSICAL EXAM: (REQUIRED)_______________________________________________________________
NAME OF CHILD’S DENTIST:  __________________________________________________________________________________
ADDRESS:_________________________________________________________PHONE:___________________________
DATE OF LAST DENTAL EXAM: (REQUIRED)_______________________________________________________________
KNOWN ALLERGIES: _________________________________________________________________________________________
ALLERGY SYMPTOMS: ________________________________________________________________________________________________
METHOD OF TREATMENT: ______________________________________________________________________________________
	IN CASE OF SEVERE ALLERGY, AN EMERGENCY CARE PLAN FORM MUST ALSO BE FILLED OUT AND ON FILE	  
DOES YOUR CHILD HAVE ANY LIFE THREATENING MEDICAL CONDITIONS THAT REQUIRES AN INDIVIDUAL HEALTH PLAN?  Y/N
	IF YES, A COPY OF CHILD’S INDIVIDUAL HEALTH PLAN FROM THE CHILD’S PHYSICIAN MUST BE ON FILE   
IS CHILD CURRENTLY ON ANY MEDICATION?   Y/N   _______  IF YES, PLEASE LIST _________________________________________
DOES YOUR CHILD HAVE ANY HEALTH OR DEVELOPMENTAL CONCERNS WE SHOULD BE AWARE OF? (Y/N) _________
IF YES, PLEASE EXPLAIN _______________________________________________________________________________________
DIETARY RESTRICTIONS OR CULTURAL FOOD PREFERENCES:  _________________________________________________________
PARENT / LEGAL GUARDIAN SIGNATURE: ____________________________________________  DATE: ______________________
______________________________________________________________________________________________________________________
Office Use Only:
IF APPLICABLE:
EMERGENCY CARE PLAN ON FILE/RECEIVED   ___________________   INDIVIDUAL HEALTH PLAN ON FILE/RECEIVED ___________________
					Date/Initials						Date/Initials                  1/21
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