MEDICAL HISTORY
(To be filled out by parent)

Child’s Name: ____________________________ Age: _____ Date of Birth: ______________
Childhood Information:
Pregnancy and Childbirth. List any problems while carrying your child (illnesses, medication,
emotional trauma) and the type of birth:
____________________________________________________________________________
____________________________________________________________________________
Development. List anything unusual (early or late) in your child’s development (walking,
weaning, talking, eating, etc.):
_____________________________________________________________________________
_____________________________________________________________________________
Medical History. List any serious illnesses, hospitalizations, accidents, injuries, or operations
your child has had. Please list dates:
_____________________________________________________________________________
_____________________________________________________________________________
Does your child have or have they experienced the following? (check all that apply)
Dizziness or fainting spells
Frequent or migraine headaches
Skin allergies or rashes
Warts or sores
Chest pain or shortness of breath
Spitting or coughing up blood
Sweating at night
Stomachaches or indigestion
Urinary bleeding, frequent urination
Arthritis

Constipation or diarrhea
Pain or bleeding during bowel movements
Unexplained weight change
Rheumatism
A rupture or hernia
Pain in back, neck, or joints
Difficulty walking, running or lifting
Heart trouble or disease
Diabetes or sugar in the urine
Goiter or thyroid disease
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MEDICAL HISTORY (continued)
High blood pressure
Excessive bleeding
Hemophilia
An ulcer
A back injury or deformity
Scarlet fever
Seizures, convulsions, or epilepsy
Kidney disorder
Frequent Colds
Chicken Pox
Typhoid
For Females Only:
Heavy periods
Pregnancy

Venereal disease
Tumor, growth, cyst, or cancer
A knee or ankle injury
Rheumatic fever
Anemia
Pneumonia
Appendicitis
Ear infection
Mumps
Polio
Measles
Painful Menstruation
Periods longer than eight days
Abortion/Miscarriage

Childhood Illnesses. Check if child has had:
1.
2.
3.
4.
5.

Chicken pox
Measles
Mumps
German Measles
Other

Age
Age
Age
Age
Age

Does you child have any physical limitations? ______ If yes, explain_____________
_____________________________________________________________________________
Allergies: Is your child allergic to any drugs, food, plants, etc.?
If so, please list:
Is your child on any prescription or over the counter medication at this time? Give reason and
dosage.
_____________________________________________________________________________
_____________________________________________________________________________
If your child is currently taking medications please do the following:
Please send at least a 30 day supply of the medication. Please keep all medications in their
prescription bottles.
The prescription directions must state correctly how the medicine is administered, i.e. if the
medication is given as needed, the directions must state that.
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If topical medication is self-administered, Heartlight must have a note from the physician stating
the child can self-administer the medication. This is a state standard.
Family History. Has your father, mother, sister, brother, or children had any of the following:
Diabetes

Depression

_____

Tuberculosis

High Blood Pressure

_____

Heart Disease

Emotional Disorders

_____

List any fractures your child has had and age they occurred:
_____________________________________________________________________________
Child’s Personal Information:
Height

Weight

Hair Color

Eye Color

Glasses /Contacts?
Corrective Shoes?
Hearing Difficulty?
Speech Impairment?
Braces (orthodontic)?
Give dates of the following:
Last Physical Exam
Last Dental Exam
Last Vision Exam
Please attach a copy of your child’s insurance/medical card and any written prescriptions.
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