SCHOOL BASED WELLNESS CENTER

PATIENT HISTORY

NAME _________________________________
DOB _________

Personal Physician ________________        Chronic Dz__________________

School ____________________    Grade ____________          GPA __________

	Date
	Significant/ Temporary Problems
	Resolved

	
	
	
	IZ current
	Date

	
	
	
	Yes
No
	

	
	
	
	Yes
No
	

	
	
	
	Yes
No
	

	
	
	
	Yes
No
	

	
	
	
	Yes
No
	

	
	
	
	Yes
No
	


	RISK FACTORS
	YES     NO
	DATE
	DATE OF LAST WELL CHILD CHECK UP

	Tobacco Use
	
	
	
	
	
	Within last 12 Months?

	Weight Management/Problems
	
	
	
	
	
	

	Injury Prevention
	
	
	
	
	
	

	Drinking/Drugs
	
	
	
	
	
	

	School Attendance
	
	
	
	
	
	

	School Performance
	
	
	
	
	
	

	Physical Activity
	
	
	
	
	
	

	Sexual Behavior
	
	
	
	
	
	


	GAPS COMPLETED          YES           NO                  Date ___________
	DATE

	FOLLOW UP            YES     NO  REASON                                        
	

	FOLLOW UP            YES     NO  REASON                                        
	

	FOLLOW UP            YES     NO  REASON 
	

	Referred to Social Worker         DATE:
	


	MEDICATIONS
	Date
	ALLERGIES
	Height & Weight

	
	
	
	Date
	Ht
	Wt

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


