Immunization History
Please give information about the dates of your first immunization and booster for each of these diseases. If you had the disease its self, please tell when. 

	Disease
	Date of original immunization
	Date of Booster
	Did you contact the disease? If so, give the date

	Measles 

(Rubeola) 
	
	
	

	Mumps
	
	
	

	Rubella
	
	
	

	Diphtheria, Pertussis, Tetanus 
	
	
	

	Polio
	
	
	

	Chicken Pox
	
	
	


Personal Health History: Please circle “yes” or “no.” If your answer is “yes,” please explain with details on the back of this page. Your information will be kept private; it is only for the Nurse. 
	Have you ever had…
	Yes
	No
	Have you ever had…
	Yes
	No
	Have you ever had…
	Yes
	No

	Eye trouble?
	 
	 
	Mumps?
	 
	 
	Surgery?
	 
	 

	Ear, nose, or throat trouble?
	 
	 
	Chicken Pox?
	 
	 
	Head injury?
	 
	 

	Food allergy?
	 
	 
	Rheumatic Fever?
	 
	 
	Hernia with rupture?
	 
	 

	Drug allergy?
	 
	 
	Hepatitis?
	 
	 
	Eating Disorder?
	 
	 

	Environmental allergy?
	 
	 
	Gallbladder problems?
	 
	 
	Depression?
	 
	 

	Asthma?
	 
	 
	Diabetes?
	 
	 
	Anxiety?
	 
	 

	Hay Fever?
	 
	 
	Tuberculosis?
	 
	 
	Insomnia?
	 
	 

	Stomach/intestinal problems?
	 
	 
	Tumor or cancer?
	 
	 
	HIV?
	 
	 

	Urinary problems?
	 
	 
	High blood pressure?
	 
	 
	Sexually Transmitted
	 
	 

	 
	 
	 
	 
	 
	 
	Diseases?
	 
	 


On the back of this sheet, please comment on any health concerns you have. Include (1) Activity restrictions, (2) Medical or mental health services you are using now, (3) Serious illnesses or hospitalizations within the last 5 years, (4) Chronic or recurring health problems, and (5) Any regular medications and treatment you are currently taking.
