) LONG BEACH
g% CATHOLIC

Student's Name:

MEDICAL QUESTIONNAIRE

DOB:

1. If your child is under a doctor's care, please state problem(s):

2. Isyour child on medication? [] Yes
At Home:

[1No

3. If your child had any injuries or health problems requiring emergency room treatment or hospitalization, please state problem(s):

Name of Medication:
At School:

Years:

4, Last Tetanus Booster?

5. If your child had surgery, please state type of surgery:

Year:

6. Does your child wear glasses/contact |enses?

7. Does your child have any removable dental appliances?

8. Has your child ever had any of the following ilInesses?

Asthma

Allergic to bees
Allergies

Diabetes

Epilepsy

Heart irregularities
Ulcer

T.B.

Jaundice (Y ellow skin discol oration)
Pneumonia

Mononucleosis

Allergiesto medicine

Epi Penicillin -- Tetanus

9. Does any family member have a history of heart disease?

Heart Attack:

10. Does your child have any physical education or recess restrictions?

Parent's Signature:

Anemia

High blood pressure

Low blood pressure

Hypoglycemia

Clotting problems

Hearing loss

Eye Problems —loss or impaired
vision on one eye

Hernias

Absence of one kidney
Absence of onetesticle
Undescended testicle
Hepatitis

Relationship:

Date:





