Child Health History                                                                                           
Eastern Oregon Head Start * One University Boulevard * La Grande, OR 97850 * 541-962-3622

Child’s Name: __________________________________ Date: ________________________________

Information Obtained From: _______________________ Taken By HS Staff: ______________________
____________________________________________________________________________

General Health History

Please check any of the following health conditions that you think your child has:  

	Does your child have any of 
the following health conditions:

· Diabetes

· Seizure Disorder

· Chronic or Periodic Asthma

· Anemia/Sickle Cell Anemia

· Other: ________________

Allergies to:

· Bee Stings or Insect Bites
· Poison Oak or Ivy

· Food: _________________

· Medication: ____________

· Ongoing Medication(s) Taken

Type: ________________________

Condition Treated: _____________

· Seasonal Allergies                          

· Eczema, Hives, Skin Problems       

· Sinus Trouble                                   

· Frequent Runny Nose

· Hyperactivity

· Lack of Energy/Tired

· Trouble Sleeping

· Fainting Spells

· Bleeding Tendencies                 

· Bone, Joint or Muscle 

      Injury or Disease

· Headaches                                     

· Daytime Wetting                            

· Bed Wetting                                    

· Wears Diapers

· Frequent Fevers

· Frequent Sore Throat


	
	Vision Difficulties:

· Squints

· Eyes turn in or out
· Rubs eyes a lot

· Sits close to TV

· Turns or lowers head to use

one eye
· Wears glasses

Hearing Problems:

· Difficulty hearing

· Favors one ear

· Frequent earaches

· Discharge from ear

· Rubs one ear

· Tubes in ear(s)

· Frequent stomachaches/indigestion
· Frequent vomiting

· Frequent diarrhea

· Frequent constipation

· Frequent urination

· Painful urination

· Has your child had dental problems?

· Do you use tobacco?
· Does anyone in your household use tobacco?

· Is smoking allowed inside your house or car?

· Do you know where you can get help to quit using tobacco?

	No ( Yes (
( Never
(Currently

(Formerly

No ( Yes (
No ( Yes (
No ( Yes (


	· 
	
	Other (explain): ____________________________________

_________________________________________________

_________________________________________________
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Child’s Name: __________________________________ Date: ________________________________

Information Obtained From: _______________________ Taken By: _____________________________
____________________________________________________________________________

Social/Emotional Development

	
	No  
	Yes 
	If “Yes”, please explain

	1. Have there been any big problems in your life, or in this child’s life in the past 6 months?


	
	
	

	2. Does this child have difficulty making friends?


	
	
	

	3. Does this child bite when angry or frustrated?


	
	
	

	4. Are there social or emotional concerns for which you hope this child will receive extra attention?  Learn extra skills?


	
	
	

	5. Has this child been evaluated by, or is this child currently receiving services from another agency?
	
	
	

	6. 
	
	
	

	7. Additional parent comments:

     ____________________________________________________________________________________

     ____________________________________________________________________________________ 

     ____________________________________________________________________________________

     ____________________________________________________________________________________

     ____________________________________________________________________________________ 

     ____________________________________________________________________________________

     ____________________________________________________________________________________

     ____________________________________________________________________________________ 

     ____________________________________________________________________________________

     ____________________________________________________________________________________

     ____________________________________________________________________________________ 

     ____________________________________________________________________________________

     ____________________________________________________________________________________

     ____________________________________________________________________________________ 

     ____________________________________________________________________________________
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