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Student’s Health Information 

(To be filled up by parents/ guardian) 

STUDENT INFORMATION  

Name : Date of 

Birth_____/____/________ 

           (day/ month/ year)  

Age: ………….. 

 Height (feet/ inch)  

 
 Weight (Kg/ Pound) 

 

Gender  Blood  

Group 

 
  Male    

  Female  

 

 

Please attached photocopy of your child’s vaccination card (Avcbvi mšÍv‡bi wUKvi Kv‡W©i d‡UvKwc 

mshy³ Kiæb) 

      HISTORY  

      Please answer all questions.  Put (√). 

 

**For 4-5 years child** 

a) Does your child speak in full sentences?  YES        NO 

(Avcbvi mšÍvb c~Y© evK¨ ej‡Z cv‡i wKbv?)  

b) Can your child draw letters or numbers?  YES        NO 

(eY© ev msL¨v wjL‡Z/ AvuK‡Z cv‡i wKbv?) 

c) Does your child know at least 4 colors?   YES        NO 

(AšÍZc‡ÿ 4wU iO wPb‡Z cv‡i wKbv?) 

d) Does your child recognize most letters?   YES        NO 

(AwaKvsk eY© ‡P‡b wKbv?) 

e) Does your child play cooperatively?        YES        NO 

(wg‡jwg‡k †Lj‡Z cv‡i wKbv?) 

f) Can your child explain the use of a ball or shoe?  YES        NO 

(RyZv ev e‡ji e¨envi Rv‡b wKbv?) 

g) How many milliliters of milk does your child drink in 24 hours?................(ml)  

(24 NÈvq KZ wgwj wjUvi `ya cvb K‡i?) 

h) How many milliliters of juice does your child drink in 24 hours? ………………….(ml) 

(24 NÈvq KZ wgwj wjUvi cvwb cvb K‡i?) 

i) Does your child typically watch more than 2 hours of TV/ Computer/ Video games etc daily? 

 YES        NO 

(mvaviYfv‡e mvivw`b 2 NÈvi †ewk wUwf / Kw¤úDUvi †`‡L wKsev wfwWI †MBgm †L‡j wKbv?) 

j) Is your child toilet trained for both day and night?  YES        NO 

(w`‡b Ges iv‡Z Iqvkiæg e¨envi Ki‡Z wk‡L‡Q wKbv?) 

k) Does your child brush his own teeth?  YES        NO 

(wb‡R `vuZ eªvk K‡i wKbv?) 

l) Does your child see dentist regularly?  YES        NO 

( ùvZ †Ww›U÷ Gi gva¨‡g iæwUb †PK Avc nq wKbv?) 

m) Do you think your child will be ready for kindergarten?   YES        NO 

(Avcbvi g‡Z, ev”Pv wK wKÛviMv‡U©‡bi R‡b¨ ‣Zwi?) 

3. 

FORM SL …....……… 

1. 

2. 
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n) Do you have any concern about your child’s hearing?      YES        NO 

(kÖeYkw³i †Kv‡bv mgm¨v Av‡Q wKbv?) 

o) Do you have any concern about your child’s vision?        YES        NO    

 (Avcbvi mšÍv‡bi „̀wókw³i †Kv‡bv mgm¨v Av‡Q wKbv?) 

p) Have any of your family members or has ever contacted with tuberculosis?  YES        NO 

(h²v Av‡Q/ wQ‡jv cwiev‡ii Ggb Kv‡iv ms¯ú‡k© mšÍvb †_‡K‡Q wKbv?) 

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

(wLuPzwb †ivM Av‡Q wKbv?) 

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? 

 (Avcbvi mšÍv‡bi †h welq¸‡jv we‡klÁ/ Wv³vi‡K Rvbv‡Z Pv‡”Qb Zv wjLyb) 

 

..........………………………………………………………………………………………………

…………………………………………………………………………………………………….. 

 

 

**For 6-12 years child** 

 

a) Has your child had any medical problems since his/ her last check up?  YES        NO 

(me©‡kl †gwW‡Kj †PK Avc G †Kv‡bv mgm¨v cvIqv wM‡q‡Q wK?) 

b) Do you have any concern about your child’s hearing?  YES        NO 

(Avcbvi mšÍv‡bi kÖeY kw³i †Kv‡bv mgm¨v Av‡Q wKbv?) 

c) Do you have any concern about your child’s vision?  YES        NO 

( „̀wókw³i †Kv‡bv mgm¨v Av‡Q wKbv?) 

d) Does your child have any attention deficit disorder?  YES        NO 

(g‡bv‡hv‡M NvUwZ Av‡Q wKbv?) 

e) Does anyone who lives with your child smoke?          YES        NO 

(Avcbvi mšÍvb †h cwi‡e‡k _v‡K †mLv‡b a~gcvqx Av‡Qb wK?) 

 

 

**Following Points are Applicable for All Students (wb‡¤œv³ me¸‡jv c‡q›U mKj wkÿv_x©i R‡b¨ cÖ‡hvR¨)** 
 

 

 

 Previous School (c~‡e©i ¯‹zj msµvšÍ) 

a) Name of school……………………………………………………………………………. 

b) Do you have concern about your child’s school performance?  YES        NO 

(Av‡Mi ¯‹z‡j Avcbvi mšÍv‡bi cvidi‡gÝ m¤ú‡K© Avcwb wK AeMZ?) 

c) Have your child’s teachers raised concerns about your child’s school performance?  YES   NO 

(Av‡Mi ¯‹z‡ji wkÿKMY wK Avcbvi mšÍv‡bi cvidi‡gÝ m¤ú‡K© AeMZ wQ‡jb?) 

d) Do you have concerns about your child interaction with peers at school?  YES        NO 

(weMZ ¯‹z‡ji mncvVx‡`i mv‡_ AvPiYMZ †Kv‡bv mgm¨v Av‡Q wKbv?) 
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 Nutrition 

a) How much drink/ Juice does your child drink everyday? …………… ml 

(cÖwZw`b wK cwigvY cvbxq/ Rym †m cvb K‡i?) 

b) How much milk (or other calcium containing foods) does your child drink everyday?.…. ml 

(w`‡b wK cwigvY ỳa/ K¨vjwmqvg mg„× Lvevi MÖnY Ki‡Q?) 

c) Is your child a vegetarian?  YES        NO 

(Avcbvi mšÍvb wK wbivwgl‡fvRx?) 

 

 Physical activity 

a) Does your child typically watch more than 2 Hours of TV/ Computer/ Video games etc 

daily?   YES        NO 

(¯v̂fvweKfv‡e •`wbK 2 NÈvi †ewk wK wUwf/ Kw¤úDUvi †`‡L wfwWI †MBgm †L‡j wKbv?) 

b) Does your child get at least one hour of moderately strenuous activity most days?  YES  NO 

(cÖvq cÖwZw`b wK 1 NÈvi gZ mgq cwikÖg Ki‡Z cv‡i?) 

 

 Oral health 

a) Does your child visit the dentist every six months?    YES        NO 

(cÖwZ 6 gv‡m wK †Ww›U÷‡K †`Lv‡bv nq?) 

b) Does your child brush teeth at least two times daily?  YES        NO 

(Avcbvi mšÍvb wK w`‡b 2evi `vuZ eªvk K‡i?) 

 

 
 

 Sleep 

a) How many hours does your child usually sleep? …………… 

(mvaviYZ w`‡b Kq NÈv †m Nygvq?) 

b) Does your child snore on a regular basis?  YES        NO 

(Ny‡g bvK Wv‡K  wK?) 

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

 (Nyg msµvšÍ Ab¨ †Kv‡bv Z_¨ Av‡Q wK? _vK‡j `qv K‡i wjLyb) 

 

…………………………………………………………………………………………. 

 

 Safety 

a) Do you monitor your child’s television and internet use?  YES        NO 

(mšÍv‡bi wUwf †`Lv Ges B›Uvi‡bU e¨env‡ii mgq g‡bv‡hvMx n‡”Qb wK?) 
 

b) Does your child know how to stay safe around water?      YES        NO 

(cvwb‡Z Kxfv‡e wbivc` _vK‡e G wel‡q Avcbvi mšÍvb AeMZ?) 

c) Have you discussed stranger awareness with your child?  YES        NO 

(AcwiwPZ e¨w³‡`i †_‡K mveavb _vKvi e¨vcv‡i Avcbvi mšÍvb‡K Rvwb‡q‡Qb wK?) 

 

 For Girls only 

a) Has your daughter had her first period yet?  YES        NO 

(wcwiqW ïiæ n‡q‡Q wK?) 
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 Tuberculosis Exposure/ Infection 

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

(cwiev‡i †Kv‡bv m`‡m¨i h²v wQj wK?)  

 

b) Has a family member had a positive tuberculosis sign test?  YES        NO  

(cwiev‡ii m`m¨‡`i h²v †U÷ c‡RwUf wQ‡jv wK?) 

 

c) Do you have any other concern you would like to disclose? If so, what are your concerns: 

(Avcbvi mšÍv‡bi ¯v̂¯’̈  wel‡q Avi †Kv‡bv Z_¨ Rvbv‡Z Pvb?) 

________________________________________________________________

________________________________________________________________ 
  
 

 Points 4-8 for all (4-8 b¤̂i c‡q›U mevi R‡b¨) 
 

 

Please indicate if the child has any allergies. 

(wb‡¤œv³ wel‡q Avcbvi mšÍv‡bi GjvwR© _vK‡j wjLyb-) 

 Food           (Lv`¨)         ______________________               

 Medicines   (&Jla)          ______________________ 

 Others         (Ab¨vb¨)      ______________________ 

 

 

List any allergies to medications and describe the reaction: 

(†Kvb †Kvb Jl‡a GjvwR© Av‡Q †m¸‡jvi bvg wjLyb Ges †me‡bi ci †Kvb ai‡bi cÖwZwµqv nq? wjLyb 

 

 

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

(Lv`¨ wKsev cvwicvwk¦©K †Kv‡bv wKQz‡Z GjvwR© _vK‡j-†m welq D‡jøL Kiæb| 

 

 

 

 

Do your child presently taking allergy medication?      YES        NO  

(eZ©gv‡b GjvwR©i R‡b¨ †Kv‡bv Jla Lv‡”Q wK? ) 

 

 

 

 

 

       5.  Is the child able to participate in physical education activities?      YES        NO 

(mšÍvb kixi PP©vq AskMÖnY K‡i wKbv? ) 

 

4. 



5 

 

        STUDENT MEDICAL HISTORY  
 

Is your child presently under medical care for a medical or mental health problem?    YES    NO 

If yes, describe the problem(s) and treatment:  

(Avcbvi mšÍvb wK eZ©gv‡b kvixwiK ev gvbwmK ¯̂v¯’¨ mgm¨vi R‡b¨ wPwKrmvaxb Av‡Q wKbv?) 

 

List all medications that student is taking: 

(‡Kv‡bv Jla †meb Ki‡j †m¸‡jvi bvg wjLyb:) 

 

 

 

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

(Lye eo ai‡bi Amy¯’Zv ev AvNvZ †c‡qwQj wK? _vK‡j eY©bv Kiæb:) 

 

 

 

 

History of surgery and hospitalizations ( in detail): 

 (KL‡bv wK mvR©vwi Ges nvmcvZv‡j wPwKrmvaxb _vK‡Z n‡qwQj? _vK‡j eY©bv Kiæb:) 

 

 

 

 

 

 

 

MENTAL HEATLH 

(gvbwmK ¯̂v¯’̈ ) 

A) Do you have concern about your child’s mood (anxiety, depression)?  YES  NO 

      (Avcbvi mšÍv‡bi gvbwmK Ae ’̄v (DwØMœZv ev nZvkv) m¤ú‡K© Avcwb wK AeMZ?)  

 

B) Do you have concern about your child’s relationship with parents or sibling? YES  NO      

     (evev-gv ev fvB‡ev‡bi mv‡_ cvi¯úwiK m¤ú‡K© †Kv‡bv mgm¨v Av‡Q wK?)     

                                         

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

If any, please mention in detail   (Avcbvi mšÍvb‡K wbqgvbyeZx© Ki‡Z ‡eM †c‡Z nq wK? hw` nq Zvn‡j 

`qv K‡i we Í̄vwiZ wjLyb:) 

……………………………………………………………………………………………………… 

……………………………………………………………………………………………………… 

 

   

 

 

6.  

7. 
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         FAMILY MEDICAL HISTORY 

 

FAMILY MEMBER IN GOOD 

HEALTH 

(YES/NO) 

KNOWN HEALTH 

PROBLEM(S) 

AGE 

Father     

Mother     

Brother (s)    

Sister (s)    

 

 

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

(Avwg ‡NvlYv KiwQ, †h Avgvi mšÍvb m¤ú‡K© Dchy©³ Z_¨mg~n mwVK Ges cwic~Y©|) 

 

 

 

Parents/ Guardian’s Name and Signature ____________________________________ 

 

Date: _________________________________  

 

 

 

we: ª̀:  ¯v̂¯’̈  m¤úwK©Z Av‡iv Z_¨ w`‡Z PvB‡j Zv Avjv`v KvM‡R wj‡L di‡gi mv‡_ Rgv w`b| 

8. 


