St. Mary’s Christian School
Certificate of Health and Medical History

Student Name:________________________________________DOB__________Class_______

Birth History:   Premature:____________Birth Weight:______________Sex:   M_______F______

Any complications during pregnancy, labor, or delivery:__________________________________

Was the baby hospitalized after birth:_________Give details:_____________________________

_____________________________________________________________________________


Any birth defects?_______________________________________________________________

_____________________________________________________________________________

A.  Medical History (please check all that apply)

□  Asthma




□  Kidney/Bladder problems

□  Diabetes




□  Orthopedic condition

□  “Bleeder”




□  Physical handicap

□  Hearth condition



□  Chronic skin condition

□  Seizure disorder



□  Speech problem

□  Convulsion w/high fever


□  Frequent Ear infection

□  Obsessive/Compulsive disorder

□  Bipolar disorder

□  Developmental delays


□  Depression

□  Fainting spells



□  Frequent stomachaches

□  Eating disorder



□  ADD/ADHD

□  Frequent Headaches



□  Tonsils/Adenoids removed
If your child has been diagnosed with any condition not listed above, please explain:__________

_____________________________________________________________________________

If you have checked any of the above that may require accommodations, please explain:_______

_____________________________________________________________________________

Family history of any of the above:__________________________________________________

_____________________________________________________________________________

B.  Allergies:           □ Bees/Insects     □ Animals     □ Pollen     □ Plants     □ Foods     □ Nuts

Others:___________________Please describe the allergic reaction:_______________________

_____________________________________________________________________________

Does your child maintain a vegetarian diet?    □ Yes     □ No  How strict?___________________

Health Cert/Med History Mstr forms  1.09
Medical History, Page 2
C.  Medication:  Is medication or treatment needed for any condition?   At home?    □ Yes  □ No










       At School?  □ Yes  □ No

Name of medication:_____________________________________________________________

Reason medicine needed:________________________________________________________

Dosage:______________________________________________________________________

D.  Operations?       Serious injuries?       Head injuries?       Hospitalizations?       Serious illness?

Please give dates and details:_____________________________________________________

_____________________________________________________________________________

E.  Recommended Physical activity – Please check one:



□    Full activity and sports

 □    Modified/restricted activities

If modified or restricted, please explain:______________________________________________

Does student wear:   Glasses?  □ Yes □ No     Contacts?  □ Yes □ No     Hearing Aides?  □Yes  □ No



Mouth appliances?  □ Yes □ No       Other medical supports?________________

Doctor:_______________________________________  Last medical exam?_______________

Dentist:___________ ___________________________   Last exam?______________________

Eye Doctor:____________________________ _______  Last exam?______________________

I certify that this child is enrolled in a regular medical program and has been examined by a physician in the last twelve months.  My child is free from any infectious or contagious diseases and is physically able to participate in school activities.  I agree to abide by the Health Care Policy as written.

Date:_________________    Parent/Guardian Signature:________________________________
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