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] SECTION I - TO BE COMPLETED BY PARENT(S ; R
Child®s Naie (I asf) (First) Gender Date of Birth
| tamate ] Female / !
[ Dacs Child Have Healll instiance? | 1i Yos, Name of Caid's FHealth st ance Canier T T
| Ives [CINo
Parent/Guaidian Name Home Telephone Number Worlt Telephone/Cell Phone Number
PacalGaardian Mame 7 J Home Telephone Nomber Wosld Telephonc/Cell Phone Nomber
I ine my l:.c-m.';nnt for my child's Heal?f]) (.‘are—;’rovidér a-nd Child k:are I’l';;;/i&;l:/S}.rlvcr;)l I\Im'-:;(.- o dl:,:r;w ljiv;/;ior_lpvatic;:rt)n this form.
Signature/Dale T This lorm inay be eleased lo WIC.
Clves [CINo
: 3, ok ! SECTION #1 - TQ BE COMPLETED BY HEALTH CARE PROVIDER
_Date of Physical Examination: Results of physical examination normal? (Jves [Ono
Abnormalities Noted: Weight (must be taken
within 30 days for WIC) .
Height (must be taken
within 30 days for WIC)
Head Circumference
(if <2 Years) N
Blood Pressure
i . (if >3 Years) L
. [ Immunization Record Atlached
HRMUNIZATIONS
[] Date Next Immunization Due:
MEDICAL CONDITIONS
Chronic Mediral Condilinns/Related Surgeries ] Mone Comments
« List medical condilions/ongoing surgical [ special Case Man
concerns: Attached
Medications/Treatments S rs\!ong c Comments
s List medicationsftreatments: Afl:‘;'ﬁe g are Plan
Limitations to Physical Activity El' g“"‘e, i Comments
= List limitations/special considerations: A{’,Zﬁ'.féfare an
Special Equipment Needs E'] glone' | PL Comments
= List items necessary for daily activities Aﬂiﬁ'ﬁegam an
Allergies/Sensitivities L] None Comments
o List allergies: 0 iﬁeﬂgu:égare Plan
Special Diet/Vitamin & Mineral Supplements H fone , el L
= List dietary specifications: Aﬂzzﬁega'e e
Behavioral Issues/Mental Health Diagnosis 8 g"’"e, c Comments
= List behavioral/mental health issues/concerns: Aﬁ:‘éﬁé g are Plan
Emergency Plans ] None Comments
< List emergency plan that might be needed and {1 Special Care Plan
the sign/symptoms fo watch for: Altached
PREVENTIVE HEALTH SCREENINGS
Type Screening Date Perforined Record Value Type Screening - Date Performed Note if Abnormal
Hgb/Hct Hearing
tead: [] Capillary [] Venous Vision
TB {mm of {nduration) Dental
Other: Developmental
Other: Scoliosis .

0]

i have examined the above student and reviewed his/hier health hlstory. It is my opinion that he/she Is medically cleared to
pariicipate fully in all child care/school activities, fncluding physical education and competitive contact sports, unless noted above.
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