Child Health Assessment
Plaase Write Cloarly. Thers must be & separale health assessmant form for sach sibling

Name of Child __ : Birth Date _____J /

Check Al Thatl Apply:
Does your child hawe any knewn allerges or sepaifivifies ko
Ho Yes I yas, please list:

Medications 1 0 . ) I
Fooda ﬂ ﬂ -
Ofher [] E — e o

Niresses or Medical Conditions:
Dipms your child have any of the odlowing:

Mo  Yes . Mo Yas
Asthma O Vigual mpalrment a4
MMabetes [] [j Developmantal Delays U [I
Saizures a1 £ Physical impeirment 3 3
Hesrt Problams 3 J Behavorsl or Emoional Problems L3 B
Hearing Impairment ﬂ 3 Oihar: o .

List any additional heallh informalion or special instruclions you feel we nead to ba awars off

List any regubar medications your child takes: _____

flame of Chid's Medical Provider

— . : ¥ f.
Parent ! Guardian Signaturs Date

This form st be compleied for each Individual chil enrelled, and must be reviewed annually by the patant/guardan, and any
changes noted

Reviewed amdior updata; __ { / ParantiGuardian Signatura: _
Reviewed andior updats; j f _ FarcntiGuardion Slgnature; _ —— e —
Reviewsd andior update: _____f Y PerentiGuardian Signalure: __ I

This farm I previded for fachnical assistance purposes only. Pravidars may use this form ey choass, bul are nof requived fo wse this form.
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