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Form HPE-h12 

School Entrance Health Information Form 

 
me:  ______________________________________________________________   Birthdate:  Mo. ______  Day ______  Yr. ______ 

                       Last                                  First                               Middle 
x:  Male    Female     Race: ________________   Child’s Social Security Number:  ______________________________ 

rent or Guardian:  ______________________________________________________________    Work Number:  _______________ 
                                                Last                                  First                               Middle                    Home Number: ________________ 

me Address:  _________________________________________________________________________________________ 
                                Street                                                                         City                                      State                                   Zip 

rson to call incase of an emergency if Parent/Guardian is not available: 
me:  ______________________________________________________________ Phone:  ___________________________ 

ease provide information relative to the general health of your child entering school for the first time and return to the principal  
thin 15 days. 
UTE or CHRONIC ILLNESSES 

  Yes  No Asthma 
  Yes  No Cerebral Palsy 
  Yes  No Cystic Fibrosis 
  Yes  No Diabetic (Insulin dependent) 
  Yes  No Epilepsy 
  Yes  No  Frequent Colds 
  Yes  No Frequent Sore Throat 
  Yes  No Hyperthyroidism 
  Yes  No Hypothyroidism 
  Yes  No Allergies other than related to food/drugs:  if yes, describe:  ________________________________ 

  ________________________________________________________________________________ 
  Yes  No Cancer:  if yes, describe:  ___________________________________________________________ 

  ________________________________________________________________________________ 
  Yes  No Heart Disease:  if yes, describe: ______________________________________________________ 

  ________________________________________________________________________________ 
CIDENTS 
s your child had any of the following?  If yes, describe. 

  Yes  No Burns requiring treatment ___________________________________________________________ 
  ________________________________________________________________________________ 

  Yes  No Bumps to head requiring treatment ____________________________________________________ 
  ________________________________________________________________________________ 

  Yes  No Fractures  ________________________________________________________________________ 
  _________________________________________________________________________________ 

  Yes  No Lacerations or cuts requiring stitches or tetanus booster _______________________________________ 
  __________________________________________________________________________________ 

  Yes  No Near drowning  _____________________________________________________________________ 
  ________________________________________________________________________________ 

  Yes  No Poisoning  _______________________________________________________________________ 
  ________________________________________________________________________________ 

  Yes  No Serious Fall  ______________________________________________________________________ 
  ________________________________________________________________________________ 

EDICATIONS 

your child using any medicines?  If yes, describe. 
  Yes  No Prescription drugs:  Identify drugs and condition requiring drugs._____________________________ 

  ________________________________________________________________________________ 
  Yes  No Over-the-counter drugs (nonprescription):  identify drug and reason for use ____________________ 

  ________________________________________________________________________________ 
  Yes  No Drug Allergies:  identify drug and reaction_______________________________________________ 

  ________________________________________________________________________________ 
TRITION 

  Yes  No Abdominal Pain 
  Yes  No Underweight or Overweight for Age 
  Yes  No Allergies related to foods:  identify food and reaction ______________________________________ 

  ________________________________________________________________________________ 
  Yes  No Problems with elimination (bowel movement and/or urination)_________________________________ 

  _________________________________________________________________________________ 

 

 

 

 



 
OPERATIONS 
 

  Yes  No Appendectomy 
  Yes  No Hernia 
  Yes  No Tonsillectomy 
  Yes  No Other  _____________________________________________________________________________ 

 
 

HANDICAPPING CONDITIONS 
 

  Yes  No Scoliosis 
  Yes  No Spina Bifida 
  Yes  No Other  __________________________________________________________ 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Were there any prenatal or birth complications which affected the child? ______________________________________________ 
_______________________________________________________________________________________________________ 
_______________________________________________________________________________________________________ 
 
Please indicate any other health condition(s) your child has that is not covered on form __________________________________ 
_______________________________________________________________________________________________________ 
_______________________________________________________________________________________________________ 

 

 
 
 
Signature:  ______________________________________________________  Date:  _________________________________ 
                                                   (Signature of Parent/Guardian) 


