
BRIDGEWATER-RARITAN REGIONAL SCHOOL DISTRICT
KINDERGARTEN & PRESCHOOL –STUDENT HEALTH HISTORY

PAST HEALTH RECORD: To be completed by parent

Child’s Name ____________________________   _______________________   ______________
Last First Middle

Date and Place of Birth _____________ _____________________________   Sex______________

Parents’ Names_______________________________   ___________________________________
Parent/Guardian 1 Parent/Guardian 2

Address ________________________________  _______________________  ________________
Street City Zip

Phone Number __________________________________________

1. Age of Walking __________________________  2.  Age of Talking ______________________
3. Behavior (habits): (Write details in blank spaces)

Speech difficulties____________________________________________________________
Bed wetting_________________________________________________________________
Disturbed sleep______________________________________________________________
Nail biting___________________________________________________________________
Finger sucking_______________________________________________________________
Persistent crying______________________________________________________________
Temper tantrums (type, frequency)_______________________________________________
Poor eating habits____________________________________________________________
Adequate diet_________________________  Particular dislikes________________________
Bowel habits_________________________________________________________________
Mouth breathing______________________________________________________________

4. Description of General Behavior:
______________________________________________________________________________
______________________________________________________________________________

5. Approximate gain in last 12 months:  Wt.______________________   Ht.____________________
6. Diseases (give approximate year):

Allergy__________________________ Kidney or Bladder
Asthma_________________________ Problems______________________________
Bronchitis________________________ Lyme Disease____________________________
Chicken Pox_____________________ Otitis Media______________________________
Convulsive Disorder________________ Pneumonia______________________________
Diabetes_________________________ Rheumatic Fever__________________________
Eczema_________________________ Scarlet Fever_____________________________

7. Tuberculosis contacts: State who and when (If none, so state)
______________________________________________________________________________
______________________________________________________________________________

8. Operations/Injuries_______________________________________________________________
9. Eye Symptoms__________________________    Wears glasses__________________________
10. Frequent sore throat________  11.  Frequent earache __________   Hearing problem_________
12. Frequent colds________   13. Frequent headache____________   14.  Toothache____________
15. Stomach disorders_______________________________________________________________
16. Pain:  Joints________________   Muscular_________________  Other_____________________
17. Heart Conditions/murmur__________________________________________________________
18. Hernia____________________________   Nosebleeds_________________________________
19. Does child take any medication?____________________________________________________

Has your child been diagnosed with any medical condition?____  What_____________________________

Parent gives permission for the school nurse to share medical information with school staff as necessary.

______________________________________________ _________________________
Signature of Parent/Guardian Page 1 of 2 Date



Student's Name: ____________  D.O.B._________________  Grade: _______  Homeroom: _________


