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UNITED

SCHOOL
OF TOKYO

MEDICAL HISTORY FORM




	Personal Information

	Student’s Name
	( Male  ( Female
	Date of Birth

	Parent/Guardian: 
	Phone number

	Does your child have any of the following conditions:

	Condition
	Yes
	No
	Comments (please describe in detail)

	Allergies
	
	
	

	    Medication
	
	
	

	    Food
	
	
	

	    Other
	
	
	

	Asthma
	
	
	

	Bones/Joints/Spine
	
	
	

	Diabetes
	
	
	

	Gastrointestinal
	
	
	

	Growth and Development
	
	
	

	Headaches/Migraines
	
	
	

	Heart Disease
	
	
	

	Neuromuscular
	
	
	

	Operations/Serious Injury
	
	
	

	Seizures
	
	
	

	Skin
	
	
	

	Any issues with: 
	
	
	

	Speech
	
	
	

	Vision
	
	
	

	Hearing
	
	
	

	Is child taking medication that needs to be given during school hours? If yes, name medication and reason.
	
	
	

	Does child have any learning or behavioral difficulties such as:
	
	
	

	ADD/ADHD
	
	
	

	Autism spectrum disorder
	
	
	

	Dyslexia/ Dyscalculia
	
	
	

	Sensory processing disorder
	
	
	

	Other (please specify)
	
	
	


	Immunization History (Please attach a copy of an official immunization record.)

	Vaccination
	Yes
	No
	List the dates of vaccinations

	Chicken Pox 
	
	
	

	Measles
	
	
	

	German Measles (Rubella)
	
	
	

	Mumps　
	
	
	

	Diphtheria / Tetanus/ Pertussis / (DTP)
	
	
	

	Hepatitis B
	
	
	

	BCG
	
	
	

	Encephalitis:
	
	
	

	Polio
	
	
	

	Tuberculosis
	
	
	

	Others
	
	
	


I/We provide the information contained in this form and certify its accuracy. I/We undertake to inform the school administration of any changes to the information in this form, as and when necessary.
Signature of the Parent / Guardian completing this form:

Parent/Guardian   ________________________________Date: _________________

Parent/Guardian   ________________________________Date: _________________
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