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NEW JERSEY DEPARTMENT OF CHILDREN AND FAMILIES (DCF)
OFFICE OF EDUCATION

HEALTH INFORMATION FORM

DCF REGIONAL SCHOOL, _________________ CAMPUS

ADDRESS:

CONTACT PERSON:____________________________  TITLE:

TELEPHONE #: (____)_______________________     FAX#:(_____)

TO BE COMPLETED BY PARENT/GUARDIAN/RESIDENTIAL STAFF
Student’s Name:___________________________________________   Sex:    M  /  F
DOB:______________________________   SS#:


Health Insurance & Subscriber #:


IMMUNIZATIONS:
	VACCINE
	1ST DOSE
	2ND

DOSE
	3RD DOSE
	4TH DOSE
	5TH DOSE

	Diphtheria, Tetanus, Pertussis (DTP)
	
	
	
	
	

	Polio
	
	
	
	
	

	Measles
	
	
	
	
	

	Rubella
	
	
	
	
	

	Mumps
	
	
	
	
	

	HIB
	
	
	
	
	

	Hepatitis B
	
	
	
	
	

	Varicella (Chicken Pox)
	
	
	
	
	

	Pneumococcal Conjugate
	
	
	
	
	

	Influenza
	
	
	
	
	

	Meningococcal
	
	
	
	
	



Immunizations Up-to-Date:  Yes____   No___      

Immunizations Needed:

FAMILY HISTORY:    

Please check if immediate family members have a history of any of the following:

____High Blood Pressure
____Diabetes
____Cancer
____High Cholesterol

____Seizures
____Tuberculosis
____Psychiatric Problems 
____Heart Disease
____Asthma

STUDENT MEDICAL/SURGICAL HISTORY:
Please check if the student has a history of any of the following:

____Hospitalization 
____Surgery
        If yes, Acute Care ____ (Date)   or

                  Rehabilitation ____ (Date)
____Injuries

____Diabetes

____Psychiatric Illness
____Asthma

____Heart Disease
____Seizures 

____Cancer
____High Blood Pressure
____Tuberculosis
____High Cholesterol

____Allergies - If yes, describe below.
	Allergies
	Name
	Reaction
	Treatment

	Food
	
	
	

	Medication
	
	
	

	Other
	
	
	

	Other
	
	
	


Prescription for Epi-pen:   ____Yes    ____No
Prescription for Oral Antihistamine:   ____Yes    ____No

CURRENT HEALTH CONCERNS:

Describe:


Present Health Status:  


Height:____________
Weight:____________

Does the student:


Smoke/Use Tobacco:
____Yes   ____No


Drink Alcohol:
____Yes   ____No


Use other Substances:
____Yes   ____No

Concerns/Restrictions Regarding Diet:  ____Yes   ____No


If yes, describe:


Limitations/Restrictions Regarding Physical Activity:  ____Yes   ____No


If yes, describe:


Is student abusive to:  Self:     ____Yes    ____No

Others:  ____Yes    ____No

MEDICATIONS:
	Name
	Dose
	Time
	Method

	1.
	
	
	

	2.
	
	
	

	3.
	
	
	

	4.
	
	
	

	5.
	
	
	


HEALTH CARE:
	
	Name
	Telephone

	Physician
	
	

	Dentist
	
	

	Clinic
	
	

	Other:
	
	


Additional health/safety information which you feel is important for the school to know regarding this student:


PERSON COMPLETING FORM:

_______________________________       


                   Printed Name                                                      Signature

_______________________________       


            Relationship to Student                                                 Date


THIS SECTION TO BE COMPLETED FOR 
TEEN EDUCATION AND CHILD HEALTH (TEACH) PROGRAM
PREGNANCY INFORMATION:

Anticipated Date of Delivery:


	
	Name
	Telephone

	Obstetrician
	
	

	Clinic
	
	

	Hospital
	
	


INFANT INFORMATION (If applicable):
Infant’s Name: ________________________________   Sex:    M  /  F       

Date of Birth:

Birth Weight:


Length of Labor:


Type of Birth:
Vaginal____     Caesarian____

Method of Feeding:
Bottle____    Breast____


If bottle:
Formula____    Breast Milk____

Diagnoses:


Medications:


Allergies:


Pediatrician:


Name:



Telephone:
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