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HEALTH ASSESSMENT FORM
() Male | { ) Fermale
Neme
Date of Birth:
Address ._
City, State, Zip Telephone

Name of Parent{s)/Guardian

Primary Health Care Physician:

Name

Address

Talephone

Dentist/Other Medica! Specialists:

Does your chiid have any ongoing medical conditions/mental or physical chalienges?

Please iist any allergias your chiid has:

Plaase fist any meadications your child takes and the dosas:

**Plaase attach a copy of your chiid’s immunization records

To be compieted by vour physician:

I certify that has received a complats
axamination and is physically and emotionally able to attend the sarly childhood
Drograms,

Prysician Signaturse Date
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