(8D Cosmo School FORMSL ...

STUDENT’S HEALTH INFORMATION

(To be filled up by parents/ guardian)

1. | STUDENT INFORMATION

Name : Date of » Height (feet/ inch) | Gender Blood
Birth /| [ ] [0 Male Group

R (day/ month/ year) o Weight (Kg/ Pound) | [} Female
gl i

2. Please attached photocopy of your child’s vaccination card (S#9IF ISR Bala FICCT TOIPH
AFE )

3. HISTORY
Please answer all questions. Put (V).

**For 4-5 years child**
a) Does your child speak in full sentences? (1 YES  [1NO
(S @I A A1 IeTCS AT fHe1?)
b) Can your child draw letters or numbers? [1YES  [1NO

(I I A ferats/ ACS AT fFr?)
c) Does your child know at least 4 colors? [1YES  [1NO
(TFetw 8% T fomre 217 f&r?)
d) Does your child recognize most letters? [1YES  [1NO
(Sifeprest 7ef Toea fr?)
e) Does your child play cooperatively? JYES [ONO
(REEfe (2=1ce A1eF fFa17)
f) Can your child explain the use of a ball or shoe? [1YES  [1NO
(ST T 0T (IR GG [79)
g) How many milliliters of milk does your child drink in 24 hours?................ (ml)
(28 I s fife] B 94 A1 w5C2?)
h) How many milliliters of juice does your child drink in 24 hours? ...................... (ml)
(28 T Fo e eibra 21 o1 <5a1?)
i) Does your child typically watch more than 2 hours of TV/ Computer/ Video games etc daily?
JYES [INO

(YIRS TR & 95 &f* B / S e i[5 fofe (1391 (2te fFa1?)
j) Is your child toilet trained for both day and night? (1 YES  [1NO
(Mt g3 TS STEN R FeCe FrAz 64 ?)
k) Does your child brush his own teeth? ' YES  [1NO
(ftet wre qrt 3 fF1?)
I) Does your child see dentist regularly? [T YES  [INO
(WS (TFB5 @F LT FHF (6F = =7 f511?)
m) Do you think your child will be ready for kindergarten? [JYES  [INO
(S9N, T [ @G ey tofa?)
1



n) Do you have any concern about your child’s hearing? [1YES  [INO
(FerfEa (@ICAT ST SR f6417)

0) Do you have any concern about your child’s vision? JYES [INO
(ST TSI GBI (FICAT 0T AR B12)

p) Have any of your family members or has ever contacted with tuberculosis? [1YES  [1NO
(T MR/ forel SfRRICEE G FICE ALK ARG (ATHCR F917)

q) Does your child have any convulsive disorder? [1YES  [1NO

(Rpf c@ror =it f541?)

r) Do you have any concerns about your child’s development, or any other concerns you would
like to discuss with a doctor? If so, what are your concerns?

(T SR (T et [{eraee/ Srelee S=ies 5iisee ©f fo13e)

**For 6-12 years child**

a) Has your child had any medical problems since his/ her last check up? JYES  [1NO
(TR (TCTFeT (5F o @ (PICAT AT ~AreAqT Piczeg 67)
b) Do you have any concern about your child’s hearing? [1 YES  [1NO
(ST ASICTG & > (I T SR 517)
c) Do you have any concern about your child’s vision? [1YES  [1NO
(fExifes CPIe 1=y wieg fear?)
d) Does your child have any attention deficit disorder? [1YES  [1NO
(AT W5 SR f641?)
e) Does anyone who lives with your child smoke? JYES [ONO
(SR TS (T AT ACF ETITT G A= 572

**Following Points are Applicable for All Students (/21 era 23 5T YT S Ses) **

> Previous School (347 % AHS)

@) Name of SChOOL. ...

b) Do you have concern about your child’s school performance? [JYES  [1NO
(ST 0 AN TG AN T W=y i w@ore?)

c) Have your child’s teachers raised concerns about your child’s school performance? [1 YES [1NO
(ST FCTR PrFporel 6 SRR TSI AT FCF {71 =eera?)

d) Do you have concerns about your child interaction with peers at school? 1 YES  [1NO
(RIS FTe FZANSHR A SABAANNS (FICT T W0 F1?)




> Nutrition

a)

b)

b)

How much drink/ Juice does your child drink everyday? ............... ml

(eifstie 5 2ifmier 1S/ 991 o7 =i ea?)

How much milk (or other calcium containing foods) does your child drink everyday? ..... ml
(Tew T ifesrer g/ SyEThrRIT Ta QK Qe F0R?)

Is your child a vegetarian? [J YES  [1NO
(SR ST f& fifaaerét?)

Physical activity

Does your child typically watch more than 2 Hours of TV/ Computer/ Video games etc
daily? ©'YES [INO

(TIPS iFe & TR @R & Bfe/ FPet™ (e fefee (1ZapT (3t F41?)

Does your child get at least one hour of moderately strenuous activity most days? [ YESLINO

(& e f 5 T T© T3 /T FCe “ANE?)

Oral health

Does your child visit the dentist every six months? TJYES [INO
(&fS v T & (B30T e 27?)

Does your child brush teeth at least two times daily? [0 YES  [1NO
(ST TR & e 237 wie J 361?)

Sleep

How many hours does your child usually sleep? ...............

(TS e 37 951 G7 g?7)

Does your child snore on a regular basis? [ YES  [1NO

(I 1 ©leE f67)

Do you have any concern about your child’s sleep? If so, please describe.

(I IR Sy (FICAT O R 57 AT WA A 1Y)

Safety

Do you monitor your child’s television and internet use? [1YES  [TNO

(TS B (T« THRCEE IR TN AN 200 157)

Does your child know how to stay safe around water? [1YES  [1NO
(AfTe FreIT FRrem AR @ /AW AR TS S191S?)

Have you discussed stranger awareness with your child? [JYES  [JNO
(ST [EW (AT AR AP G AN TSP SNCACR 59)

For Girls only
Has your daughter had her first period yet? [1YES  [1NO

(Fifzre we Tre f6?)



» Tuberculosis Exposure/ Infection

a) Has a family member or contact had tuberculosis? (1 YES  [1NO

(AR @I SR T et f62)

b) Has a family member had a positive tuberculosis sign test? (1 YES  [1NO
(ARRITE AWa TR (G35 ATHv foge f7)

c) Do you have any other concern you would like to disclose? If so, what are your concerns:
(SR FTBICTR EF AT A (AT O SIS BI?)

> Points 4-8 for all (8-t T “ITFG A &)

4,
Please indicate if the child has any allergies.

(e R0 SIoMIT TSI eifer AT forgd-)
") Food (¥my)
1 Medicines (83%)
") Others (Sr=31eTy)

List any allergies to medications and describe the reaction:
(@ @ &4 QN SR EITEAR T 714 @32 R 47 @I 470 afsfear zze g

List any food and / or environmental allergies and describe the reaction:

(W7 QT AT @IT FRee @i AFe-e1 [Ew Sged 99 |

Do your child presently taking allergy medication? [1YES  [1NO
(TSN A& Sy (AT 87 AR 57 )

5. Is the child able to participate in physical education activities? [TYES  [1NO
(TR *7 HHIT xR w7 [F41? )



6.

STUDENT MEDICAL HISTORY

Is your child presently under medical care for a medical or mental health problem? [YES [1NO
If yes, describe the problem(s) and treatment:

(SR TS & TSN * IR T AP FEg TR Sy DA =iieg fF4r?)

List all medications that student is taking:
(CPICAT &FY (TR FACT GG W T )

History of serious illnesses and or injuries (in detail):

(3T I AT SPTFS! I SIS (ATt Ry A T o)

History of surgery and hospitalizations ( in detail):
(AT 5 Teif g3 2PTHATSICe BfeeTRiT Ace =eafeeT? AReCeT w1 Te:)

MENTAL HEATLH
(NP =7

A) Do you have concern about your child’s mood (anxiety, depression)? (1 YES [1 NO
(ST TSI NPT =g (Sfaget AT TomT) 7S Sl & w@ore?)

B) Do you have concern about your child’s relationship with parents or sibling? YES 11 NO
(IR I ST AN AR T (@A 0T SN0 [5?)

C) Do you have concern about how to discipline/ set appropriate limits for your child? = YES (1 NO

If any, please mention in detail (STPFIF FSCE FTRANGIS! FACe @9 (TS 2F 7 AW =7 wizee
w3 [ifre forge:)




8. FAMILY MEDICAL HISTORY

FAMILY MEMBER | IN GOOD KNOWN HEALTH AGE
HEALTH PROBLEM(S)
(YES/NO)

Father

Mother

Brother (s)

Sister (s)

Hereby | solemnly declare that all information given about my child is correct and complete.

(SfSr TarRel FafE, (@ SN TS TEF TR SARTNZ A «ae 21y 1)

Parents/ Guardian’s Name and Signature

Date:

R @ gy e wieat wwy fcs 5iRee of Sietmr ivieer e Faes e et e |



