Anoka-Hennepin ISD #11 Evaluation Team

HEALTH QUESTIONNAIRE

This questionnaire will become part of the student’s cumulative record. The information IS confidential. While some of these questions may seem personal and/or irrelevant to an educational evaluation, the information is necessary for us to fully understand the student and make appropriate placement decisions. If you are uncomfortable answering any questions, feel free to leave them blank. You may receive a follow-up phone call from a licensed school nurse if it is felt the information would be essential to the evaluation. 

Student’s Name:  _______________________ Birthdate:  _________Date completed:________

Form Completed By: ____________________ Relationship to the Student: ________________

Pregnancy/Birth History:
Were there any problems with any of the following during pregnancy? If yes, please explain.

Yes  No

(     ( Bleeding or spotting


(     ( Accidents, illnesses, or injuries to mother 


(     ( High blood pressure 


(     ( Pre-term labor


Was there any use of tobacco, alcohol or drugs during pregnancy?


What was used?

How much per day?


Was the mother ever placed on bed rest? Yes    No  

If yes, when and why? ______________________________________________________




How many weeks gestation was the pregnancy?


Type of delivery?


Were there any complications at birth?


Was the student hospitalized from complications at birth?


What was the student’s weight at birth?

Developmental History:
Was the student within normal developmental ranges in:

         Yes    No

(     (   Sitting

(     (  Crawling  

(     (  Walking  

(     (  Speaking single words  

(     (  Speaking two or three word sentences 

Does the student currently need help with personal self-cares (ex. brushing teeth, getting dressed, taking a bath)?


Medical History:

Does the student have a history of a head injury that required them to see a physician? Yes    No

If the student saw a physician did the physician note any concerns? Yes    No

If yes, please explain:


Check the following that apply to the student’s history or current medical condition.

          Past Present                                                                        Past  Present                                     Past   Present

(  (  Frequent headaches
(  (  Seizures
(  (  Asthma 


(  (  Heart murmurs
(  (  Sinus problems
(  (  Problems with heart/blood

(  (  Problems with blood pressure
(  (  Pneumonia
(  (  RSV



(  (  Constipation
(  (  Diarrhea
(  (  Frequent stomach aches 

(  (  Bowel control problems
(  (  Bladder infections
(  (  Pain in joints

        (  (  Excessive weight gain or loss
(  (  Bedwetting
(  (  Cerebral Palsy

        (  (  Bladder control problems
(  (  Cancer
(  (  Diabetes


(  (  Frequent sore throat
(  (  Autism
(  (  Down Syndrome   

(  (  Frequent nose bleeds 
(  (  Other

(  (  Skin Problems (Eczema, Impetigo)

If any of the above areas are checked, please explain:


Does the student have a history of frequent ear infections: 
Yes    No

If yes, has the problem been resolved?    

Yes    No

Has the student had P.E. tubes placed? 

Yes    No

Are the P.E. tubes currently in place?          

Yes    No

Has the student had a history of or is the student currently experiencing a hearing problem? Yes    No

If yes, explain:


Does the student wear hearing aids? Yes    No

Does the student have a history or currently experiencing visual problems? Yes    No 

If yes, explain:


Does the student wear glasses or contacts? Yes    No

If yes, please specify:


Does the student have any allergies to medications, foods, or environment?


What is the allergy:





What is the reaction:



Does the student have any mental health diagnoses? Yes    No

If yes, explain.


Does the student have a diagnosis of Attention Deficit Hyperactivity Disorder (ADHD)?   Yes    No

Does the student take medication on a regular basis (oral, inhaled, injection)?   Yes    No

Name:

   _____________________
   _____________________

Times:






Dose:






How is

it administered:___________    ______________________    _____________________

Does the student have a history of serious illness or injury?  Yes    No

If yes, explain:


Has the student ever been hospitalized or had surgery (include same day procedures)?  Yes    No

If yes, when, where explain:____________________________________________ 

Does the student experience any physical problems that limit physical activity? Yes    No

 If yes, explain:


Does the student use any adaptive equipment? Yes    No 

If yes, explain:


What time does the student: Go to bed
Wake up:


Does the student have a difficult time falling a sleep? Yes    No

Does the student seem well rested? Yes    No

Does the student have a history of or is the student currently experiencing any drug or alcohol abuse?

If yes, explain.


Family History:
Does anyone in the student’s family (grandparents, parents, or siblings etc.) have a history of or are they currently experiencing any medical or psychological problems? Yes    No
If yes, please explain: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medical Information:

Primary Clinic Name:


Provider:


(please indicate if it is a physician, physician assistant, nurse practitioner, etc.)

Phone: ________________________________________________________________

Address:


Specialty Clinic Name: _____________________

_________________________

Provider/Title:







Address:





Phone:





Does the student have health insurance: Yes    No

Name of company:


Date of last physical examination or last physician visit?


Were there any concerns?


Parental concerns/comments: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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