
TIMBERLANE/HAMPSTEAD SCHOOL DISTRICTS 
School Administrative Unit No. 55 

30 Greenough Road, Plaistow, NH 03865 
(603) 382-6119 

 
SCHOOL HEALTH SERVICES 

 

HEALTH HISTORY 

 

Parent/Guardian: 
 
Please complete this questionnaire to the best of your ability and return it promptly to the school nurse.  
This information is kept for each student’s medical record and is of great importance to the school 
nurse in understanding and helping safeguard your child’s health. 
 
A. Child’s Name_______________________________ Today’s Date________________________ 
School:____________________   Grade__________ Teacher____________________________ 
Birth Date_____________________   Place of Birth________________________________________ 
Address_________________________________________Home Phone _______________________ 
Father’s Name____________________________________Phone (if different)___________________ 
Address (if other than child’s)__________________________________________________________ 
Business Address___________________________________________________________________ 
Occupation_____________________________________  Work Phone________________________ 
Mother’s Name__________________________________   Phone (if different)___________________ 
Address (if other than child’s)__________________________________________________________ 
Business Address___________________________________________________________________ 
Occupation_____________________________________ Work Phone_________________________ 
Child living with: both parents [  ]      mother [  ]     father [  ]     guardian [  ] 
   Guardian Name____________________ Phone________________________ 
   Address__________________________________________________________ 
Child’s Doctor___________________________________ Phone______________________________ 
Address___________________________________________________________________________
Child’s Dentist___________________________________ Phone______________________________ 
Address___________________________________________________________________________ 
 
IN CASE OF EMERGENCY, IF YOU CANNOT BE REACHED, YOUR CHILD WILL BE TAKEN TO 
THE NEAREST HOSPITAL. 
 
B. List below names, birth dates and sex of brothers and sisters. 

Name          Date of Birth                 Sex 
 
_________________________________  _________________            __________________ 
_________________________________  _________________            __________________ 
_________________________________  _________________            __________________ 
_________________________________  _________________            __________________ 
 
Are there any family health problems which create a problem for you?    Yes [  ]    No [  ] 
If yes, please explain. 
___________________________________________________________________ 
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C. Please indicate below if you child has had in the past or continues to have any of the following 

problems: 
Asthma [  ]       Bee Sting Reactions  [  ] Bone Problems [  ]     Bronchitis  [  ] 
Chicken Pox  [  ]       Convulsions  [  ]  Diabetes  [  ]      Ear Infections  [  ] 
Ear Tubes [  ]      Fractures  [  ]  Hay Fever  [  ]      Headaches  [  ]  
Heart Problems [  ]     Hernia  [  ]   Measles  [  ]          Mumps  [  ] 
Pneumonia  [  ]      Rheumatic Fever  [  ]  Rubella  [  ]       Scoliosis  [  ]  
Seizures [  ]      Serious Injury  [  ]  Sinus Problems [  ]     Skin Problems [  ] 
Stomach Problems[  ] Strep Infections  [  ] Surgery [  ]      T.B.  [  ] 

Other_____________________________________________________________________________ 
Explain all checked items_____________________________________________________________ 
__________________________________________________________________________________
__________________________________________________________________________________ 
 
D.  Has your child been hospitalized?   Yes  [  ]  No  [  ]      When?___________________________ 
Reason__________________________________       Where?__________________________ 
 
E.  Has your child ever been tested for tuberculosis?  Yes  [  ] No  [  ] 
If yes, when?__________________  Result________________________________________ 
TB Tine Test [  ] Chest X-Ray  [  ] Other skin test  [  ] 
 
F. Has your child had any problems with: 

Eyes crossing or turning in?  [  ]    Holding things close to see?  [  ]  
Eye infections or sties?         [  ]    Does your child wear glasses? [  ] 
Hearing              [   ]    Earaches    [  ] 
 
G. Please list any or all medication your child takes on a regular basis. 

Medication       Reason 
_________________________________________  ________________________________ 
_________________________________________  ________________________________ 
_________________________________________  ________________________________ 
 
H. Please indicate any allergies your child may have: 
Food______________________________________________________________________________ 
Drug______________________________________________________________________________ 
Environmental______________________________________________________________________ 
Other_____________________________________________________________________________ 
 
I. Is your child seeing a physician other than previously listed for a special medical condition? 

Yes  [  ] No  [  ]   Name of doctor___________________________________ 
Reason____________________________________________________________________________ 
 
Do you consider your child’s health to be GOOD  [  ]  FAIR  [  ]   POOR  [  ] 
 
Can he/she fully participate in all school activities?  Yes  [  ] No  [  ] 
If not, please explain below and consult the school nurse in person or by phone.  
__________________________________________________________________________________
__________________________________________________________________________________ 
 
Signature of parent/guardian___________________________________________________________ 


