GALLIA COUNTY LOCAL SCHOOLS
CONFIDENTIAL HISTORY FORM

Today’s Date

Parent:  This information will be used to help us understand and work with your child. It is your privilege to omit any questions
you find objectionable.

Child’s Name Birthdate

Father’s Name Birthdate

Mother’s Name Birthdate

Father’s general health Mother’s general health

Are parents living together? Yes No (please circle)

Is there a step-parent living in the home?  Yes No  Other relative in the home? Yes No

Name of your child’s doctor
Number of brothers Number of sisters
Have any of the children had any serious illness? Yes No

If yes, please explain

Family History: = Have any of the child’s family (cousins, aunts, uncles, grandparents, brothers, sisters, parents)
had any of the following?

Epilepsy or Seizures Mental Illness Tuberculosis Birth Defects Cerebral Palsy

Diabetes Allergies Blindness Deafness Special Education Mental Retardation

Please explain

Have any of your children died? Yes No Cause

Is the child adopted?  Yes No At what age?

Pregnancy and Birth

At what month of your pregnancy did you go to the doctor?

Did you have any illness, injury, or infection during pregnancy?  Yes No

If yes, explain briefly

Any exposure to alcohol or smoking?  Yes No Take any medications?  Yes No

Length of active labor Was infant full-term?

Birth weight Type of Delivery (circle) ~ Natural Breech  Caesarean (C-section)
Was it necessary to give the infant oxygen? Yes No How long?

Is the child a twin? Yes No
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Appearance of child in first few weeks of life

Did baby appear yellow? Yes No Did baby have any breathing difficulty? Yes No

Was the baby in intensive care?  Yes  No Go home with mother?  Yes No

Developmental History

In regard to your child’s growth and development, did you have any special concerns about his/her crawling,
walking, talking, toilet training, dressing himself/herself? For example, did he/she develop these skills early, late, or
have difficulty with them?

Has your child ever attended: Head Start Nursery School Kindergarten

Infections, Illness and Miscellaneous

Has your child had frequent attacks of earache and throat infections? Yes No

If yes, please explain

Any trouble with urination? Yes No Bedwetting? Occasionally Never Often
Ever had a seizure (convulsion)?  Yes No If yes, please explain
Is child currently taking medication on a regular basis? Yes No If yes, explain

Is child allegoric to anything? Yes No What?

Ever had rash or hives?  Yes No Ever had wheezing or asthma? Yes No
Ever been in hospital for any reason? Yes No If yes, explain

Ever had a serious head injury? Yes No if yes, please explain

Was child unconscious?  Yes No How long?

Any other serious accidents or injuries?

Has your child ever had (please circle): Measles Mumps Chicken Pox Scarlet Fever
Meningitis Rheumatic Fever Encephalitis Tuberculosis

Comments

Does your child have dental problems? Yes No Ever been to a dentist?  Yes No

Does your child exhibit any behavior that concerns you, such as thumb-sucking, nail-biting, more active than other

children, difficulty sleeping, temper tantrums, excessive fear of anything?

Anything we should know about your child to make his/her school days easier?




