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TUOLUMNE COUNTY

Superintendent of Schools




Kindergarten Registration

Student Health Questionnaire 

Student Name:______________________________  D.O.B. ______________  Male  or  Female 
Parent Name: _______________________________  Day Phone: _________________________
School: ______________________________ Email Address:_____________________________
For each question, please circle “YES” or “NO”. If a question requires a “YES” answer, please use the space provided or the reverse side of paper to explain. 

Has your child had any serious illness/surgery?



YES   NO

If so, at what age?








______________________________________________________________________________


Does your child have any significant allergies?



YES   NO

______________________________________________________________________________

Does your child have any on-going health problems such as:

Cardiac Problems 






YES   NO

Asthma








YES   NO

Respiratory Problems






YES   NO 

Other








YES   NO 

______________________________________________________________________________

Regarding ears and hearing, does your child have:

Known hearing loss? (which ear L/R/Both)



YES   NO 

Tubes in the ears now or in the past? 




YES   NO 

History of chronic ear infections?




YES   NO

(two or more infections a year)

_____________________________________________________________________________

Regarding eyes and vision. Does your child have:

Poor Vision (which eye: L/R/Both)




YES   NO 

Glasses?







YES   NO

Lazy eye (which eye: L/R/Both )




YES   NO

Other








YES   NO 

______________________________________________________________________________

Does your child take any medication on a routine basis?


YES   NO

(Medicine taken at school requires a written doctor’s order)

______________________________________________________________________________This completed health questionnaire will be reviewed by the Tuolumne County School’s Nurse, if she feels there is a need for clarification you will be contacted. If you have any questions or concerns, please feel free to contact her office at either 536-2048 or 536-2071 or 536-2046. 

Parent Signature:__________________________________ Date: ________________________
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