
BALTIMORE COUNTY PUBLIC SCHOOLS BALTIMORE COUNTY DEPARTMENT OF HEALTH 
Towson, Maryland 21204 Baltimore, Maryland 21212 

BEBCO 5443-17A 

New Student Health History 

Last Name: _____________________________First Name: _____________________Grade: _____  Gender: Male      Female 

Last school your child attended? _____________________________________________   DOB: _______________________ 

Has your child traveled or resided outside of the U.S. in the past year?   Yes �   No � 

If yes, list countries: _____________________________________________________________________________________ 
Where do you usually take your child for routine medical care? 

Name: ________________________________________________ Phone Number: __________________________ 

Does your child take any medication?   Yes    No  If yes, list medications: ___________________________________ 

Does your child require any special health treatments or procedures (e.g. tube feeding or catheterization)?   Yes    No  

If yes, describe: _________________________________________________________________________________________ 
______________________________________________________________________________________________________ 

Where do you usually take your child for routine dental care? _____________________________________________________ 

Name:  __________________________________________________   Phone Number: ______________________________ 

To the best of your knowledge, has your child had any of the following? 
Yes No If yes, describe: 

Prematurity 
Birth defect 
Immunity problems 
Bleeding problems 
Lead poisoning 
Sickle Cell Disease 
Diabetes 
Anaphylaxis 
Seasonal allergies 
Food allergies 
Medication/Drug allergies 
Mental health/emotional problems like depression 
ADHD/ADD 
Concussion or traumatic brain injury 
Migraines 
Learning problems/disabilities 
Seizures 
Speech problems 
Ear or hearing problems 
Eye or vision problems 
Dental problems 
Asthma or breathing problems 
Heart problems 
Stomach problems 
Bowel problems 
Bladder problems 
Musculoskeletal problem (including cerebral 
palsy) 
Limited physical activity 
Other: 
Is your child toilet trained? 

Hospitalization Date:  _______________________Reason: __________________________________________________ 
Hospitalization Date:  _______________________Reason: __________________________________________________ 

Surgery Date:  _____________________________Reason: ___________________________________________________  
Surgery Date:  _____________________________Reason: ___________________________________________________ 

Parent Signature: __________________________________ Telephone: ______________________ Date: ___________ 
Parent Address: ____________________________________________________________________________________ 


	Last Name: 
	First Name: 
	Grade: 
	Last school your child attended: 
	DOB: 
	If yes list countries: 
	Name: 
	Phone Number: 
	fill_9: 
	If yes describe 1: 
	If yes describe 2: 
	Where do you usually take your child for routine dental care: 
	Name_2: 
	Phone Number_2: 
	YesPrematurity: 
	NoPrematurity: 
	If yes describePrematurity: 
	YesBirth defect: 
	NoBirth defect: 
	If yes describeBirth defect: 
	YesImmunity problems: 
	NoImmunity problems: 
	If yes describeImmunity problems: 
	YesBleeding problems: 
	NoBleeding problems: 
	If yes describeBleeding problems: 
	YesLead poisoning: 
	NoLead poisoning: 
	If yes describeLead poisoning: 
	YesSickle Cell Disease: 
	NoSickle Cell Disease: 
	If yes describeSickle Cell Disease: 
	YesDiabetes: 
	NoDiabetes: 
	If yes describeDiabetes: 
	YesAnaphylaxis: 
	NoAnaphylaxis: 
	If yes describeAnaphylaxis: 
	YesSeasonal allergies: 
	NoSeasonal allergies: 
	If yes describeSeasonal allergies: 
	YesFood allergies: 
	NoFood allergies: 
	If yes describeFood allergies: 
	YesMedicationDrug allergies: 
	NoMedicationDrug allergies: 
	If yes describeMedicationDrug allergies: 
	YesMental healthemotional problems like depression: 
	NoMental healthemotional problems like depression: 
	If yes describeMental healthemotional problems like depression: 
	YesADHDADD: 
	NoADHDADD: 
	If yes describeADHDADD: 
	YesConcussion or traumatic brain injury: 
	NoConcussion or traumatic brain injury: 
	If yes describeConcussion or traumatic brain injury: 
	YesMigraines: 
	NoMigraines: 
	If yes describeMigraines: 
	YesLearning problemsdisabilities: 
	NoLearning problemsdisabilities: 
	If yes describeLearning problemsdisabilities: 
	YesSeizures: 
	NoSeizures: 
	If yes describeSeizures: 
	YesSpeech problems: 
	NoSpeech problems: 
	If yes describeSpeech problems: 
	YesEar or hearing problems: 
	NoEar or hearing problems: 
	If yes describeEar or hearing problems: 
	YesEye or vision problems: 
	NoEye or vision problems: 
	If yes describeEye or vision problems: 
	YesDental problems: 
	NoDental problems: 
	If yes describeDental problems: 
	YesAsthma or breathing problems: 
	NoAsthma or breathing problems: 
	If yes describeAsthma or breathing problems: 
	YesHeart problems: 
	NoHeart problems: 
	If yes describeHeart problems: 
	YesStomach problems: 
	NoStomach problems: 
	If yes describeStomach problems: 
	YesBowel problems: 
	NoBowel problems: 
	If yes describeBowel problems: 
	YesBladder problems: 
	NoBladder problems: 
	If yes describeBladder problems: 
	YesMusculoskeletal problem including cerebral palsy: 
	NoMusculoskeletal problem including cerebral palsy: 
	If yes describeMusculoskeletal problem including cerebral palsy: 
	YesLimited physical activity: 
	NoLimited physical activity: 
	If yes describeLimited physical activity: 
	YesOther: 
	NoOther: 
	If yes describeOther: 
	YesIs your child toilet trained: 
	NoIs your child toilet trained: 
	If yes describeIs your child toilet trained: 
	Hospitalization Date: 
	Reason: 
	Hospitalization Date_2: 
	Reason_2: 
	Surgery Date: 
	Reason_3: 
	Surgery Date_2: 
	Reason_4: 
	Telephone: 
	Date: 
	Parent Address: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off


