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	Child’s First Name: __________________

	Last Name: ______________________

	Date of Birth: ________________
  

	Health history and medical information pertinent to routine child care and emergencies:

	 
	
	
	
	 

	 
	
	
	
	 

	  
	 
	 
	 
	 

	Allergies to food or medicine (describe if any):
	 
	 
	 

	 
	
	
	
	 

	 
	 
	 
	 
	 

	Length/Height
	Weight
	Head Circumference
	Blood Pressure

	 
	 
	 
	 
	 

	 
	
	
	
	 

	Physical Examination
	X = Normal
	If Abnormal - Comment 

	Head/Ears/Nose/Throat
	 
	 
	 
	 

	Teeth
	 
	 
	 
	 

	Cardiorespiratory
	 
	 
	 
	 

	Abdomen/GI
	 
	 
	 
	 

	Genitalia/Breast
	 
	 
	 
	 

	Extremities/Joint/Back/Chest
	 
	 
	 
	 

	Skin/Lymph Nodes
	 
	 
	 
	 

	Neurologic & Developmental
	 
	 
	 
	 

	 
	
	
	
	 

	******PLEASE ATTACH A COPY OF IMMUNIZATION RECORD****** 

	 
	
	
	
	 

	Screening/Test
	Date Test Done
	Note Here If Results Are Pending Or Abnormal

	Hearing – Starting at age 3
	 
	 
	 
	 

	Vision – Starting at age 3
	 
	 
	 
	 

	Lead
	 
	 
	 
	 

	Anemia (HGB/HCT)
	 
	 
	 
	 

	 
	
	
	
	 

	Health problems or special needs, recommended treatment/medications/special care:

	 
	
	
	
	 

	 
	
	
	
	 

	Medical Care Provider (Please print name):
 
	Signature Of Physician Or Crnp:

	
	 
	
	 

	 
	 
	 
	
	 

	Address: 




	Phone: 




	License Number: 




	Date of Exam: 
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SERVING ARMSTRONG, BEAVER, BUTLER, INDIANA, &
LAWRENCE COUNTIES




