
( , ..

STUDENT'S HEALTH RECORD
Name ~~~ ~~ ~~~~

(Last) (First) (Middle Initial)

Birthdate

Parent's Name ----..--c-..,.,----",--~~----
(Mother/Guardian)

, Please complete the following sections (CHECK IF YES)

Female 0
Male 0

(Father/Guardian) -

Preschool:

Elementary:

Intermediate/Middle:

High:

Entry Date __ --1...1--'1'---_
Entry Date __ ----'-I--'Ie-' _
Entry Date _J......I_· L-I_
Entry Date 1 1

.Student Address Label

IAliergies: ~ --____:_-------------

MEDICAL STATUS r. i' ,:~ ~

I
1----.--+-,---1:g ~ II 3l
R.L,R.LJJ~~

-::':':'"--.;.:;:-.- .. _-"-=-:-

Date
Vision Hearing

TUBERCULOSIS EXAMINATION
,MANTOUX TEST (INTRADERMAL)

Date
Given

Results
(mm)

Physician, APRN, PA, or ClinicDate
Read

Hearing Problems
Heart Disease
Hemophilia

Hib (Haemophilus
influenzae type b )

1--1-----1..-11-1-----1.._1- --/- -1 : Polio
! (IPV or OPV)

DENTAL ExAMINATION
,

'I' Pneumococcal
! Conjugate

IL'_D_e_nt_6._1c_he_c_k_-U,..:p_---LI.:.._-.-:-'-_--'/~, -...L------ll Hepatitis B
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! MMR

! Hepatitis A

Other

Vision Problem o

rn C Ci;"
.~ -g.g'O~
oj:; § Immunity ~ ~ g~
~ ~ Secondary to ~ ~ if g
x 'S Disease (DATE) a: ~ ~
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Provider's Signature
Provider's Stamp
or Printed Name

Date

Type

Date 1 1 1 1 1 1 1 1 1
Type

Date

Type

Date

Type

Date

Date

Type

Date

Type

Date
Other

Physician, APRN, PA or Clinic


