GIRL HEALTH HISTORY RECORD
This health history to be completed and signed by parents/guardians of girls.

Name of family physician:_____________________________________Phone:________________________
Family medical insurance carrier:_______________________________Policy #:_______________________

Part I: Illnesses and injuries (check all that apply)

_____  Ear Infection


_____  Bleeding/Clotting Disorders

_____  Hypertension

_____  Heart Defect/Disease

_____  Musculoskeletal Disorders

_____  Hypotension

_____  Asthma


_____  Diabetes



_____  Hypoglycemia

_____  Seizures


Other:______________________________________________________

Date of last health examination:________________________________________________________________

Were any complicating medical problems noted in last health exam:___________________________________

Part II:  Allergies (check those that apply and specify type and nature of allergic reaction )

_____  Animals ________________________

_____  Hay Fever___________________________

_____  Pollen __________________________

_____  Food_______________________________

_____  Drugs___________________________

_____  Insect Stings _________________________

_____  Plants ___________________________

_____  Other ______________________________

Part III:  Other health conditions (check all that apply)

_____  Bed wetting



_____  Emotional disturbances

_____  Constipation



_____  Fainting

_____  Menstrual cramps


_____  Hearing impairment

_____  Motion sickness


_____  Sickle cell trait or disease

_____  Nosebleeds



_____  Special dietary regimen

_____  Sleep disturbances


_____  Wears glasses/contact lenses

Other:____________________________________________________________________________________

Part IV:  Immunization History


Immunization




Yr Primary Series Completed

Yr of Last Booster
DTP (Diphtheria, Pertussis, Tetanus)



___________


     ___________

Td







___________


     ___________

Measles






___________


     ___________

Mumps






___________


     ___________


Rubella






___________


     ___________

Oral Polio






___________


     ___________

Hib







___________


     ___________

Tuberculin test (most recent)




___________


     ___________

Other







___________


     ___________
Please explain any items that are checked, if necessary.  Also, please indicate any activities to be encouraged or restricted as pertains to the above.

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Parent/Guardian Signature______________________________________ Date _______________________
