	The Pennsylvania School for the Deaf
100 West School House Lane                     Philadelphia, PA. 19144

(215) 951-4732 Direct Dial: Evaluation, Enrollment and Transportation Team


ENROLLMENT INFORMATION

Part 1: PERSONAL HISTORY OF APPLICANT (To be filled in by parents or guardians)

Applicants’ Full Name ....................................................................................................................






First


Middle


Last

Address ……………………………………………………………………………………………



Number
Street

City

County

State

Zip

Home Telephone ………………………………… 
Emergency No. & Name …………………….......

Birthplace …………………………………………
Birthdate …………………………………………

Father’s ( or Guardian’s ( Full Name ……………………………………………………………….......
Address and Telephone, if different from applicant’s ……………………………………………..

………………………………………………………………………………………………………

Occupation ………………………………………
Bithdate ……………………………………….

Place of Employment ………………………………………………………………………………………..

Mother’s ( or Guardian’s ( Full Name ……………………………………………………………………..

Address and Telephone, if different from applicant’s ………………………………………………………

………………………………………………………………………………………………………………..

Occupation ………………………………………
Bithdate ……………………………………….

Place of Employment ………………………………………………………………………………………..

Are parents separated? . ……………………………
Divorced? ................................................................

Religious Preference (Denomination) ……………………………………………………………………….
Give full names and birth dates of other children in the family:

Hearing? (Circle One)
……………………………………………………………………………….
Yes
No

………………………………………………………………………………
Yes
No

………………………………………………………………………………
Yes
No

………………………………………………………………………………
Yes
No

……………………………………………………………………………...
Yes
No

Part 2: MEDICAL INFORMATION (To be filled in by parents or guardians)




Prenatal History:

Duration of Pregnancy ………………………
    Was mother healthy during pregnancy? ………………..

During pregnancy did mother have:   Hypertension? …………..
Convulsions? ……………………





           Albumen in urine? ……………
German Measles? ……………….

What drugs were taken during pregnancy? …………………………………………………………….........

Are mother, father or close relatives diabetic? ……………
Who? …………………………………….

Is the child diabetic? …………….

Natal History:

Birth weight …………       Was infant jaundiced? …………..
    Did infant require a transfusion? .............
Are parents RH compatible? …………………………………………………………………………………..

Was the child delivered by Caesarean Section? ……………….

Duration of labor? …………………

Was the presentation breech or other unusual position? ………………………………………………………

What type of anesthesia was used? ……………………..
Were instruments used? …………………...

Was the infant bruised? ………………….
Discolored? ………………..
Require oxygen? …………..
Did the infant appear healthy and active? …………………..
Did the infant feed satisfactorily? ………………

Cause of deafness (Etiology), if known ……………………………………………………………………………

Immunizations

The enclosed Pennsylvania Department of Health Certificate Immunization card must be complete by day of admission in compliance with the School Immunization Law.
Disease History:

Has your child had any of the following disease? (Please include dates)

Asthma …………………………………….


Measles …………………………………………

Chickenpox ………………………………..


Meningitis ……………………………………....

Diabetes …………………………………..


Mumps …………………………………………

Diptheria ……………………………………


Pneumonia ……………………………………

Epilepsy (convulsions)………………………


Polio …………………………………………..

German Measles ……………………………..


Rheumatic Fever ………………………………

Kidney Disease ……………………………….


Scarlet Fever …………………………………..

Liver Disease ………………………………….

Tuberculosis........................................................

Circle either “Yes or “NO” after each question:

A. Does your child have a heart condition? ………………………………………………… Yes

No

If yes, specify ………………………………………………………………………………………………..

B. Is your child allergic to any drugs? ………………………………………………………… Yes
No

If yes, specify …………………………………………………………………………………………………

C. Is your child allergic to any food or other substances? …………………………………… Yes
No

If yes, please list ……………….………………………………………………………………………………

D. Have your child’s tonsils and/or adenoids been removed? ………………………………… Yes
No

If yes, specify ……………….…………………………………………………………………………………

E. Has your child had any head injury? ………….  What type?....................
When? ……………………….

F. Has your child had any operations? ………………………………………………………… Yes
No

If yes, specify? ………………………………………………………………………………………………..

G. Does your child have a visual impairment? ………………………..

Type …………………………..
H. Does your child have motor difficulty, cerebral palsy, or other physical handicaps?.............Yes
No


If yes, specify? ……………………………………………………………………………………………….

I. What is the child’s general health? …………………………………………………………………………….

J. What is the condition of child’s teeth? ………………………………………………………………………..

What is the name of your family physician/clinic & address……………………………………………………







