Central Baptist Christian Academy

1606 NY RT 12   Binghamton, NY  13901

(607) 648-6210       FAX (607) 648-6210
HEALTH HISTORY

Name ________________________________     Grade _________      Sport(s) __________________________

Address _______________________________________________________       Birthdate _______________

Please answer yes or no to the following questions and provide the information in the spaces where applicable.

TO BE COMPLETED BY PARENT

Has your child ever had: (please check)






Yes      No                                                                                 Yes      No

Allergies/Hay Fever                             ( 
 (   
          Elevated Blood Pressure
                (         (
Bee Sting Allergy


 ( 
 (
          Headaches                                                 (         (
Asthma



 ( 
 (
          Head Injury/Concussion

    (
   (
Anemia



 (
 (
          Heart Problem/Murmur/Chest Pains
    (
   (
Arthritis



 (
 (
          Nose Bleeds/Frequent or Severe
    (
   (
Bladder/Kidney Problem/Injury
 (
 (
          Joint Sprain/Ligament Tear/Muscle Pull  (
   (
Convulsions/Seizures


 (
 (                   Back Pain/Injury


    (
   (
Fainting Spells


 (
 (
          Fracture-Dislocation Bones/Joints
    (
   (
Diabetes



 (
 (
          Knee Pain/Injury


    (
   (
Ear Problems/Hearing Loss

 (
 (                   Neck Injury



    (
   (
Eye Problem/Vision Loss

 (
 (
          Nose Fracture



    (
   (
Injury to the Spleen


 (
 (                   Rheumatic Fever


    (
   (
Ankle Injury



 (
 (  
          Stomach Ulcer 



    (
   (
Date of last Tetanus Shot:  ________________

Is there a current medical examination on file in the nurse’s office?




    (
   (
Is your child assigned to the Adaptive Physical Education Program or been in the program?
    (         (   

Has your child been unconscious or lost memory from a blow on the head?

   
    (
   (
Has your child been ill for 5 consecutive days? Why? _______________________________
    (         (
Has your child ever had an illness, condition, or injury that require him/her to go to the hospital

either as a patient overnight or in the emergency room or for x-rays, or required an operation

that caused you child to miss a game or practice. ____________________________________
    (
    (
Is your child under medical care now? Why _______________________________________
    (
    (
Has your child taken any medication in the past year? Why? __________________________
    (
    (
Has your child ever fainted during exercise? If so, explain _______________________________
    (
    (
Has there ever been a sudden death in a family member under the age of 50?


    (
    (
Do you have nay worries about you child’s health or other questions you would like to discuss

with a doctor? _________________________________________________________________
    (
    (
Since your child’s last physical examination, has your child had any injury or medical illness?
    (
    (
Does your child have any of the following:

One eye or severe uncorrectable loss of vision in one or both eyes



    (
    (
Severe hearing loss in both ears







    (
    (
One kidney










    (
    (
One testicle










    (
    (
Orthodontic Appliances








    (
    (
Capped teeth










    (
    (
Glasses for sports









    (
    (
Contact lenses










    (
    (
List any medication your child is taking now  ___________________________________________________

________________________________________________________________________________________

List any allergies your child has ______________________________________________________________

________________________________________________________________________________________

I agree with the above answers and consent to participation of my child in the interscholastic program of his/her school including practice sessions and travel to and from athletic contests.  I also agree to emergency medical treatment as deemed necessary by the physicians designated by the school authorities.

PARENT SIGNATURE ________________________________________________ DATE ______________

Dear Parents:

The New York State Education Law requires a health certificate by each pupil in the public schools upon his entrance in such schools and by each child entering kindergarten, second, fourth, seventh, and tenth grades.  An examination of any child may be required by the local school authorities at any time in their discretion to promote the educational interest of the child.  Even though this is not required from each child, we encourage you to continue with the annual health exam.  We recommend that the required exam should be done by your family physician and that your dentist complete a dental examination.  Since any remedial work will be done by these health care professionals, it is to your advantage to have this done.

This form should be completed by your family physician following the examination and returned to the school.
_________________________________________________________________________________________                                                          

To the Physician:
Please use the following codes in order to conform with the regulation New York State School Health Record:

Blank = No defect               



XX = Defect to be treated at a later date

        I = Irremedial defect


       XXX = Defect requiring immediate treatment

       X = Under observation

Name _________________________________________________ Date ______________ Grade _________

Height ___________           Weight __________                 Blood Pressure_____________

_____ Eyes (other than vision)








    


_____ Ears (other than hearing)


    

_____ Lymph nodes

_____ Thyroid

_____ Teeth

_____ Throat

_____ Heart

_____ Lungs

_____ Hernia

_____ Genital-urinary

           Orthopedic:

           _____ Structural

           _____ Feet

           _____ Posture

_____ Skin







_____ Nervous System



_____ Epilepsy

Physician’s Signature: ______________________________________
FOR THOSE INTERESTED IN SPORTS

This certifies that ___________________________________________ is physically qualified to participate in the following categories of competition during the school year __________ - __________.  Any unmarked categories indicate disqualification for the particular group of sports activities.


      Field Hockey


Baseball
Skiing     

Crew


          Archery

      Football


   Basketball       Cross Country

Cross Country

          Bowling

      Ice Hockey
            Driving
Downhill

Track & Field

          Golf

      Soccer


   Volleyball        Softball

Swimming

          Riflery

      Wrestling


   Gymnastics
Handball

Tennis

Urine ___________                Blood Pressure ______/_______      

 Physician Signature: _________________________________________   Date: _______________ 
_____ Speech


_____ Nutrition


_____ Other ________________________________________


Immunizations and Tests during last year: _________________ ___________________________________________________ 


Recommended follow-up:______________________________


___________________________________________________


Recommendation for modification of school program including physical education: ___________________________________


___________________________________________________


Remarks:____________________________________________


____________________________________________________





Nonstrenuous Noncontact








Strenuous Noncontact





Limited contact/Impact





Contact/Collision








