The
SCHOOL
Health History Form

Parents, please provide information and background on your daughter’s health so we better understand her
health history and can support her during the semester. All sections must be completed. Indicate if
nonapplicable. Omissions, Incorrect and/or inaccurate information may affect her enrollment status.

Attach additional pages, if necessary.

Student’s full name: Semester: 20
Home address: City: State: Zip:

Home phone number: Alternate phone number:

Emergency parent contact name: Daytime phone number:

Emergency Contact (if immediate family cannot be reached): Name:

Relationship: Daytime phone number:

Immunizations: Send a clear copy of student’s complete immunization record

HEALTH HISTORY

Immunizations and | [ Tetanus O Influenza Other Immunizations (include travel specific
dates: vaccines):

[J Hepatitis A [ Chickenpox

[J Hepatitis B 0 MMR Measles, Mumps, Rubella

List any previously diagnosed medical problems

Surgeries/Hospitalizations/Emergencies

Year Reason Result/Resolution

Has participant had a blood transfusion? O Yes |0 No

List prescribed drugs and over-the-counter drugs, including vitamins, epi-pens and inhalers. Include medications student
may bring for possible use

Will medication have
Drug Name Dosage Frequency Taken adverse reaction to
malaria medication?

Allergies to medications

Drug Name Reaction
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MENSTRUAL CYCLE

Age at onset of menstruation: Date of last menstruation:
Regular Cycle - Period every _____ days Irregular Cycle — Describe:
Heavy periods, irregularity, spotting, pain, or discharge? O Yes O No
Menstrual tension, pain, bloating, irritability, or other symptoms at or around time of period? O Yes O No
Any urinary tract, bladder, or kidney infections within the last year? O Yes O No
MEDICAL HISTORY: Does your daughter have any history of...
1. Respiratory Problems? Asthma?
[ No
[1  Yes; Describe:
Student must bring prescribed inhalers. If ‘yes’ to asthma, fill out Asthma-Anaphylaxis Action Plan Form.
2. Gastrointestinal disturbances?
] No
(1  Yes; Describe:
3. Stress and/ or migraine headaches?
[ No
[l Yes; Describe:
4. Skin issues (rashes, hives, other)?
[J No
[0  Yes; Describe:
5. ENT problems such as frequent ear, sinus or throat infections, history of bloody noses?
[J No
[0 Yes; Describe:
6. Endocrine disorders, such as diabetes?
1 No
[ Yes; Describe treatment:
7. Claustrophobia? Agoraphobia? Motion sickness?
1 No
(1 Yes; Describe triggers and ways to comfort:
8. Cardiac problems? Heart arrhythmias? Heart murmurs? High blood pressure?
[l No
[ Yes; Describe:
9. Neurological problems? Seizures? Fainting?
1 No
[0 Yes; Describe:
10. Musculo-skeletal problems?
1 No
[J  Yes; Describe:
11. Any chronic medical conditions?
[l No
[0 Yes; Describe:
12. Currently undergoing treatment for any medical condition?
1 No
(]  Yes; Describe:
2
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13. Dietary restrictions or preferences?
J No
| Yes; Describe:
Any major changes in student eating preferences or restrictions during the semester, i.e. becoming a vegetarian,
require parental permission.

OTHER MEDICAL ISSUES: Have or have had any symptoms in the following areas to a significant degree and briefly explain.
Use a separate piece of paper if needed.

O Skin O Chest/Heart Recent changes in:
O Head/Neck O Back O Weight
O Ears O Intestinal O Energy level
O Nose O Bladder O Ability to sleep
O Throat O Circulation O Other pain/discomfort:
O Lungs
ALLERGIES:
14. Is your daughter allergic to any foods?
] No

(1  Yes; Describe:
15. Is your daughter allergic to bee or other insect stings?

] No

[1  Yes; Describe known reactions:
16. Does your daughter have any other allergies? (medications, animals, pollen, etc.)

J No

[0 Yes; Describe:
If student has a history of anaphylaxis, fill out Asthma/Anaphylaxis Action Plan form. If student has had a
severe allergic reaction or has a known allergen which may cause a severe allergic reaction, student must bring
two prescribed epi-pens on the program.

ADDITIONAL INFORMATION:
17. Has there been a recent death or trauma to a close family member or friend?
[l No
[0 Yes; Describe:
18. Is there anything else TTS should know about your daughter’s medical and health conditions to better
understand how to support and care for her during the semester?
\ No
[l Yes; Describe:

COUNSELING/ PSYCHIATRIC HISTORY:
19. Does your daughter take any psychotropic medications?
Psychotropic drugs are those that alter perception, emotion or behavior.
] No
(] Yes *Prescribing Physician is required to complete Psychotropic Medication Questionnaire

Does your daughter have any history of...

20. Substance/ alcohol abuse or dependency?
[ No
[1  Yes; Describe:
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21. Eating issues/ disorders?
[ No
[1  Yes; Describe:
22. Is your daughter currently in counseling?
[J No
[1  Yes *Counseling Form Required
23. Has your daughter been in treatment or counseling in the past three years?
[1  No (Skip to PRIMARY CARE PHYSICAN section)
[J Yes *Counseling Form Required
24. Reason(s) for treatment or counseling:

J Academic I Learning disability [1 Substance abuse/

[] Family issues/ [] Suicide chemical dependency
divorce [0 Depression [l Other:

[J Eating disorder [l Anxiety

List approximate dates for counseling:
Start: (mm/dd/yy) End: (mm/dd/yy)

COUNSELOR INFORMATION:

Counselor’s Name:

Phone: Email Address:

Can The Traveling School contact your counselor: Yes No

If you answered Yes to COUNSELING/ PSYCHIATRIC HISTORY questions 22 or 23 and/or there has been a
change in counseling status since the Counseling Questionnaire was submitted, the student’s counselor must
complete the additional Counseling Questionnaire. If the Counseling Questionnaire was submitted during the
application process and nothing has changed, note no changes and you do not need to re-submit.

PRIMARY CARE PHYSICIAN:

Physician Name:

Phone: Email address:

Medical Degree: MD DO PA RNP Other:

25. Does the student see a specialist of any kind? (In addition to your primary care physician)
[J  No (please skip to ADDITIONAL INFORMATION section)
[ Yes

26. What type of specialist? For what condition?

SPECIALIST INFORMATION:

Specialist’s Name:

Phone: Email Address:
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