Student's Name:

Los Angeles Unified School District
Medical Services Division
Permanent Health History

LAUSD

UNIFIED

Last First
Last School or Children's Center Attended:

Parent/Guardian's Name:

Birth Date: Legal Sex: (Select One) [0 Male CIFemale 1 Non-binary [1 Intersex
. Gender: (Select One) [1 Male [ Female [1 Non-Binary
Middle
School: Health Care Plan:

City, State: Present Grade: Primary Healthcare Provider:
Has Child Ever Been Hospitalized?
Yes No Child’s lliness (Past or Present) Please check all that apply:
Name of Hospital _____Asthma ____ Kidney Problems
City State _____Blood Disease ___ Measles
(Month/Year) _____Chickenpox ____Meningitis
Reasons for Hospitalization _____Diabetes __ Mumps
_____Drugor Other Allergy _____Positive Tuberculosis Skin Test
Is Child on Medication? o _____Eye Problem —__ Rubella
Yes No _____Head Injury ____Seizures/Unconscious
Name of Medication(s) _____Hearing Loss _____Speech Problem
Name of Medication(s) ____Heart Condition/Murmur _____Wears Glasses/Contacts
Name of Medication(s) _____HighBlood Pressure _____Pertussis (Whopping Cough)
Name of Medication(s) ____Hives or Eczema
Are Physical Activities Limited? * Other Serious Accidents or Iliness (Describe)
Yes No

If so, please explain:

Child's Birth Weight:

Describe any birth complications:

Birth History:

Do you have any questions or concerns about your child's health (related to current or past health, biological immediate family history, etc.)?

Parent/Guardian's Name:

Parent/Guardian's Signature: Date:
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O61beAnHEeHHbIN WKOoNbHbIA OKpyr Jloc-AHaxeneca
OTaoen MeauMUMHCKOro obcnvkuBaHus

)
y

MocTosiHHaA ucrtopus 6onesHun UNIFIED
Nmsa yyailerocs: ﬂaTa poxaeHuns: lOpuanyeckuin non: (Bbibepute oauH BapuanTt) OO Myx O XXen OO0 He6unapH. I UHTepcekc
damunusa Nmsn Cp. umsa FeHpep: (Bui6epuTe oanH BapuanT) O Myx [0 XKen [0 He6uHapH.
MocneaHAA nocellaBLIAsACs WKOMA UNKU AeTCKUN LIeHTP:
®UO podumensi/onekyHa: LWikona: IMnaH medob6cnyxueaHusi:
ropod, wmam: Tekywuli knacc: OcHoeHoU nevyawuli epay:
lMonadasn nu pebeHok 8 6onbHUUY?
Oa Hert Bone3Hu pebeHka (e npouwiom unu HacmosiwseM) Ommembme gce N0OxodAWUe 8apuaHmMbl:

HasBaHue 60nbHULbI Actma Mpo6nembl ¢ no4ykammu

Fopon WraT 3aboneBaHue KpoBU Kopb

(Mecsau/roa) BeTtpsiHas ocna MeHuHruT

MprynHbI rocnuTanusauum OnabeTt CBUHKa

INlekapcTBeHHas wnu gpyras anneprus MonoxutenbHasa KoXHasi Nnpoba Ha TybepKkynes
MpuHuMaeT N pebeHOK nekapcTBa? Mpo6nema c rmaszamm KpacHyxa
Oa Het TpaBma ronoBbl Cypoporn/nortepsi Co3HaHuA

HasBaHue nekapcTts(a) MoTteps cnyxa Mpo6nema c peubto

HasBaHue nekapcTts(a) BonesHb cepaua/wiym Hocut oukn/nuH3bI

HasBaHue nekapcts(a) Bbicokoe KpoBsiHOe AaBneHue Kokntow

HasBaHue nekapcts(a) KpanuBHMUa unu ak3ema

OrpaHuyeHa nu n3myeckaa akTUBHOCTb? * Ipyaue cepbe3Hble HecYyacmHbie cryyau unu 6ose3Hu (onuwume)

Da Het
Ecnu ga, nosicHuTe:
AHamHe3 podoe:

Bec peb6eHka npu poxaeHuu: OnuwuTe nobGbLIE OCNOXHEHUA NpU poaax:

EcTb nu y Bac kakue-nn6o BONpochI UM onaceHUs No NoBoAy 340POBbs Ballero pebeHka (cesizaHHbIe ¢ meKywum unu npowsnbiMm
cocmosiHueM 300poebsi, ucmopuel bnuxatwux 6uono2uvyeckux poocmeeHHUKoe u m. 0.)?

PUO poauTtensi/onekyHa: Moanuck poautensa/onekyHa: OaTa:

pea. 03.2024 (Russian)
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