
HEALTH HISTORY (School year _________    Grade_______)
For use only by new students or those entering Grade 6 or 9

Parents, please complete and provide information in blanks or on back. Please type or print clearly in ink.

Student name: _________________________  Gender: M  F  Date of Birth (m/d/y): __________
ILLNESS  Date Comments ILLNESS Date Comments
Chicken pox ______ _______________ Fainting ______ _______________
Diphtheria ______ _______________ Kidney disease•type ______ _______________
German measles ______ _______________ Ear infection ______ _______________
Measles ______ _______________ Strep infection ______ _______________
Mumps ______ _______________ Infectious mononucleosis ______ _______________
Pneumonia ______ _______________ Immune deficiency ______ _______________
Rheumatic fever ______ _______________ Parasites•type ______ _______________
Scarlet fever ______ _______________ Tuberculosis ______ _______________
Hepatitis ______ _______________ Fractures•type ______ _______________
Encephalitis ______ _______________ Other ______ _______________

MEDICAL HISTORY (Please answer all the questions.)
Asthma:  Yes   No ________________________________________________________________

Diabetes:  Yes   No ________________________________________________________________
Heart disease:  Yes   No ________________________________________________________________

Seizures:  Yes   No ________________________________________________________________
Congenital abnormalities:  Yes   No ________________________________________________________________
Serious injuries/accidents:  Yes   No  Year____ Type___________________________________________________
Limitations_________________________________________________________________________________________
Major surgery/operations:  Yes   No  Year____ Type___________________________________________________
Limitations:_________________________________________________________________________________________
Allergies:  Yes   No   If yes please explain below:  

Drug _______________ Reaction _________________________________________________________
Food _______________ Reaction _________________________________________________________
Other _______________ Reaction _________________________________________________________

Emotional/behavioral concerns: _________________________________________________________________________
Medical procedures or physical assistance required during day: _________________________________________________
Other: _____________________________________________________________________________________________
Routine medications and reasons for giving: _______________________________________________________________ 
___________________________________________________________________________________________________

If medication is to be given at school, please request a medication permission form.

IMMUNIZATION RECORD: Please fill in dates (m/d/y) or attach photocopy of records.
Diphtheria/Pertussis/Tetanus (DPT) 1___________ 2___________ 3___________ 4___________ 5___________

Tetanus/Diphtheria (Td/TD ) booster 1___________ 2___________
Polio (type) 1___________ 2___________ 3___________ 4___________ 

Measles/Mumps/Rubella (MMR) 1___________ 2___________
Measles 1___________ 2___________

OR Mumps 1___________ 2___________
Rubella 1___________ 2___________

HiB 1___________ 2___________ 3___________ 4___________ 
Hepatitis A 1___________ 2___________ 3___________ 4___________ 
Hepatitis B 1___________ 2___________ 3___________ 4___________ 

Japanese Encephalitis 1___________ 2___________ 3___________ 4___________ 5___________
Chicken Pox (Varicella) 1___________ 2___________

BCG 1___________ 2___________ 3___________
Tuberculin test (type) Date_____Result_____    Date_____Result _____    Date_____Result_____

Chest x-ray _______________________________________________________________
Other: _______________________________________________________________

PROCEED TO TB SCREENING RISK FACTOR QUESTIONNAIRE
(NEW AND RETURNING GRADE 6 STUDENTS) 

Parent/guardian Signature___________________________________ Date (m/d/y)____________
Address: 1-2-14 Shinkawa Cho, Higashi Kurume Shi, Tokyo 203-0013, Japan • Web: http://caj.or.jp • E-mail: admissions@caj.or.jp

Phone within Japan: 0424-71-0022 • From outside Japan: 81-424-71-0022 • Japan Fax Number: 0424-76-2200 • U.S. Fax Number: 1-530-466-2208


