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Early Learning Center 
Child’s Preadmission Health History 

 Parent/Guardian Report 

Child’s Name: Sex:   Date of Birth: 

Child’s Physician: _________________________________________________ Physician Phone Number: _____________________ 

Date of last Physical Examination: _______________________ 

1. Is your child presently under a Doctor’s care? ______________, if yes Doctor’s Name:  _________________________ 

2. Does your child take any prescribed medication? ___________, if yes what kind?  _____________________________ 

Any known side effects of medication?  _______________________________________________________________ 

3. Does your child use any special device(s)? _______________, if yes what kind? ______________________________ 

4. Does your child use any special device(s) at home? ________, if yes what kind? ______________________________ 

Child’s Dentist: _____________________________________________________ Dentist Phone Number: _____________________ 

Date of last Dental Examination: ________________________ 

Past Illnesses: (check all that apply and dates) 

 Chicken Pox          Date: 

 Asthma                  Date: 

 Rheumatic Fever   Date: 

 Hay Fever              Date: 

 

 Diabetes                Date: 

 Epilepsy                 Date: 

 Whooping Cough   Date: 

 Mumps                   Date: 

 

 Poliomyelitis              Date: 

 Ten-Day Measles      Date: 

(Rubeola) 

 Three-Day Measles   Date: 

(Rubella) 

Any other serious or severe illnesses/accidents: _________________________________________________________________ 

Does your child have frequent colds?    Yes  No How many times last year? 

Known Allergies:  ___________________________________________________________________________________________ 

Developmental Milestones: 

Started walking at: _________________ 

 

Started talking at: _________________ 

                                   For Toddlers/Preschoolers only 

Started potty training at: _________________ 

Daily Routines: 

Sleep Routines 

1. Does your child sleep well? _______ 

2. Child goes to bed at: ____________ 

3. Child gets up at:  _______________ 

4. Does your child nap?  ___________ 

If yes how long is the nap? _______ 

 

 

Toilet Training 

1. Is your child toilet trained?  ____________________ 

2. At what age?   ______________________________ 

3. Regular bowel movements?  ___________________ 

4. Word used for “bowel movement”? ______________ 

5. Word used for “urination”? _____________________ 

 

Eating Hours 

1. Breakfast: 

________________ 

2. Lunch: 

________________ 

3. Dinner: 

________________ 

Diet Patterns: (What does your child usually eat for these meals?) 

1. Breakfast: _____________________________________________________________________________________  

 ______________________________________________________________________________________________ 

2. Lunch: ________________________________________________________________________________________ 

 ______________________________________________________________________________________________ 

3. Dinner:  _______________________________________________________________________________________ 

 ______________________________________________________________________________________________ 

Any food dislikes?  ___________________________________________________________________________________________ 

Any Eating problems? ________________________________________________________________________________________ 
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1. Parent/Guardian’s Evaluation on child’s Health: _________________________________________________________ 

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

2. Parent/Guardian’s Evaluation on child’s Personality: _____________________________________________________ 

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

3. How does your child ger along with you or other parent, siblings and other children? ____________________________ 

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

4. Does your child have any experience with “Group Play”? __________________________________________________ 

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

5. Does your child have any special challenges, fears or needs? ______________________________________________ 

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

6. What would be your plan if your child becomes sick? _____________________________________________________ 

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

7. Reasons for requesting Childcare placement? __________________________________________________________ 

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

 

 

Parent/Guardian Signature: _________________________________________________ Date: _________________ 

 


