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Child Health History Form

Child’s Name: _____________________ Date of Birth:_________________________
Date: _____________________________ Center: ______________________________

1. Insurance Provider Information:
  No Insurance		  Private Insurance		  Medicaid
  CHIP (Child Health Insurance Program)		  Other __________
   
2. Do you need assistance finding medical or dental insurance? ______________
[9
3. Do you have a primary care provider for your child?  If yes, what is the provider’s name and phone number?
  Yes, Name: ______________________ Phone:_________________________
  No
Date of child’s last physical exam? ____________________________________

4. Do you have a primary dentist for your child?  If yes, what is the provider’s name?
  Yes, Name: ______________________ Phone:_________________________
	  No
	Date of child’s last dental exam?______________________________________

5. Did the child’s mother have regular prenatal care?
  Yes
  No

6. Were there any complications during the pregnancy or delivery?  If yes,    
Please specify.
  Yes____________________________________________________________
  No

7. Was your child born prematurely?  If yes, how early?
  Yes____________________________________________________________
  No
Birth weight:  Pounds__________ Ounces ____________ Length __________

8. Did the mother smoke during the pregnancy?
  Yes
  No

9. Did the mother use alcohol or drugs during the pregnancy?
  Yes
  No

10.  Has your child had any chronic illness, disease, or disability?  If yes, please 	
 Specify?
   Yes____________________________________________________________
   No
		
11.  Does your child have any known allergies?  If yes, please specify.
   Yes____________________________________________________________
   No

12.  Is your child taking any medications?  If yes, please specify.
  Yes____________________________________________________________
   No
(If your child does need medication while attending school, please be aware that        you will need to have a medication administration form filled out by your physician before we can administer medication to your child.  Thank you.)

13.  Do you have any concerns about your child’s hearing or vision?  If yes, 
 Please specify.
   Yes____________________________________________________________
   No

14.  Do you have any concerns about your child’s speech?  If yes, please specify.
   Yes____________________________________________________________
   No

15.  What language does your child speak at home?_________________________

16.  Does your child participate in physical activity on a regular basis?
	   Yes
	   No

17.  Please check any concerns you have about your child from the following list. 

	
	Yes
	Sometimes
	No

	Behavior (tantrums, resists rules, is destructive, fearful)
	
	
	

	Socialization (does not play with other children, separation anxiety)
	
	
	

	Self-Help (toileting difficulty, does not feed, dress him/herself)
	
	
	

	Attention (easily distracted, persists when asked to stop a behavior)
	
	
	




Parent Signature________________________________ Date_________________
										
Revised 07-09
image1.jpeg
CommuNITY CHILD CARE CENTER

Head StartyECEAP/Child Care




