HEALTH HISTORY UPDATE ’ f.

Narme: , . Gender: 0.0.8
(last) . {first) '
Grade: Paren!‘stualrﬁiah‘s: . :
- (last) -~ {fies)
Farmily Physician: ' . Family Dentist:

STATEMENT OF HEALTH IN OWN WORDS

Check Any of The Fellowing Yau May Have Had Or Are Now Troubled With

yes 1 No {When Yas | Na | when
Mantal lllness ’ Asthma
Jeint Preblems Fraquent indigsstica
Tuhargulosis Kidnav Trauvble
nfectious Hepalills Oiabates
Migrzings : Selzures
Fracuent Headachaes Haart Troubls
Cancer High Bloed Pressure
Freaueal Nosatlaads Arthritis
Acns QOthesr skin conditiens

Specify Any lliness. Surgery, Or lnjury Not Mentioned Abova:

Have Ycu Had A Tuberculin Skin Test with In the last year? [ "JYes [ | No Date Hesults ———

Are you laking any medicaticn: | Yes[_] No HName ol Mediczlicn(s): ' S

why are you laking this medicalicn{s)
T

When do you lake this maecicalion{s)

Alergies: Bae Stings [ _JYes [ JMo/ Madication [ JY¥es [[JNosFocd [ ]Yes "] No /Animal (Ies [Ne

e

Lisl specilic zllergy:

what i any, medicatiens are taken for kncwn allergies

Please complete and return to:

ST1 ALOYSIUS SCHOOC
2401 S. Main Avenue
Kaukauna, Wi. 54130



THE KAUKAUNA CATHOLIC SCHOOL SYSTE\fi
STt ALOYSIUS SCHOOL
2401 S Maln Avenue
Kaukauna Wi. 54130

{STUDENT HEALTH EXAMINATION  OPTIONAL

(Student's Name)  (0.08) (School) (Grade)

(Address) : {ParenvGuardian) {Phaong)

il TO BE COMPLETED BY PHYSICIAN
PHYSICAL EXAMINATION

HEIGHT : WEIGHT _ BLOOD PRESSURE
LABORATORY TESTS (PER DISCRETION OF PHYSICIAN)
. p .
NORMALABNORMAL RESULTS
Skin -
Evas Urine: Protain
Vision: P.H.
Ears Sugar
Augiomeuic: Spacific Grav:ty
Mose & Throat Cuiture
Mouth : ~ Blood: Hemaoglebin
Cental Hematacrit
Neck . - Other (specifly)
Heart : T.B. Tust Type
Lungs Lead Screening
Abdomean ) . Other:  Specify
Hernia .
Extremilies
Scaliosis
Nutriticaal _Status

COMMENTS!

Hi. IMMUNIZATIONS GIVEN AT THIS EXAM

[V. s this child on routine medication? _________ !l so what? ___

Why?

Does this child have any problems with bowel or bladder cont:ol?

Do you wish to see this child again? . When?

Are you referring this. child 1o another professional?

If so whom?

(OVER PLEASE)



fl.

RECOMMENDATION FOR CHILD'S SCHOGL PROGRAM

Does this child have any specific health needs which should be addressed during the school day? ~

[

RECOMMENDATION FOR PHYSICAL EDUCATION

Full actlvity

Restricted Activily

EXPLAIN:

Date of examination: ________ Signature of Physician

Address , i . Phone .

Please send completed exam to:

ST. ALOYSIUS SCHOOL
2401 S. Main Avenue
Kaukauna, Wi. 54130



