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Parent/Guardian Name: _____________________________________________  Relationship to child:        _________________________ 

Parent/Guardian’s Date of Birth:  __________/___________/_________                                                        Your Social Security No:         _______- ________- _________   

Address:__________________________________________________________________  City/State/ZIP___________________________________            

Phone Numbers to reach you: (1)_________________________   (2) ________________________    (3)  ______________________​

∙ Emergency Contact Person:_______________________________________​Phone(s):___________________________________________ 

 

∙ Regular Medical Doctor or Clinic: __________________________________________________​ Child’s last “well child” exam: _______________ 

∙ Regular Dentist/Clinic:  __________________________________________________________     Date of last check-up: ________________ 

∙ Preferred  Pharmacy: _____________________________________________________________________                     

Do you want a copy of the physical exam to go to your clinic or doctor?    □ YES       □  NO 
 
 

 
1.  Is your child allergic to ANY medications?  □ No    □ Yes   Please list: ___________________________________________________________ 
 
2.  Any SEVERE food or environment allergies?  Please list: ______________________________________________________________________ 
                                                                                                      Does your child have an Epi-Pen for this allergic reaction?     □No            □Yes 
 
3.  Did your child have any of these problems? □ Prematurity or birth weight under 5 lbs.   □ Difficult delivery         □ Poor/slow growth in infancy​   
        ​ ​  
4.  Does your child TAKE any medications NOW?  or IN THE PAST? □Yes   Please provide name of medication and condition. 

________________________________________________________________________________________________________________________ 

5.  Has your child had any operations, serious injuries, or hospitalizations? □ Yes             Please provide reason and dates. ​
_________________________________________________________________________________________________________________________ 
6.  Has your child ever been pregnant?      □ No ​□ Yes   If Yes, how many living children has your child given birth to: _________ 
 
7.  Has your child been a victim of abuse? □ No​□ Yes 
 
 
Does your child have any LEARNING PROBLEMS?​ □ YES​ □ NO​ __________________________________ 
Is your child in a special class (Special Ed / IEP / 504 Plan)?​ □ YES​ □ NO​ __________________________________ 
Has your child repeated a grade?​ ​ ​ □ YES​ □ NO​ __________________________________ 
Does your child get into trouble often at school?​ ​ □ YES​ □ NO​ __________________________________ 
What are your child’s grades? ______________________ ​ Is this a change?   □YES       □  NO 
 
Does your CHILD or any FAMILY MEMBER have or had any of these HEALTH problems?  (Please Check) 
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