Health Information Form-for Children

	A. Identification                                  

	Name 
	In Case of Emergency, Notify:

	Date of Birth
	Sex:

   FORMCHECKBOX 
 Male    FORMCHECKBOX 
  Female
	Name

	Height
	Weight
	Eye color
	Blood/RH type
	Relationship
	Phone

	Mother’s Name
	Obstetrician
	Phone

	Address 
	Pediatrician


	Phone

	City
	State
	Zip Code
	Other Physician (Indicate Specialty)
	Phone

	Home Phone  
	Work Phone
	Pharmacy
	Phone

	Father’s Name
	Other
	Phone

	Address
	Other
	Phone

	City
	State
	Zip Code
	Other
	Phone

	Home Phone  
	Work Phone
	Other
	Phone

	Languages Spoken
	Other
	Phone

	B. Birth

	Hospital

	Height

	Length



	Doctor

	Perinatal Problem

	Apgar Score



	C. Health Log 

	Date
	Health Problem
	Remarks

(e.g., medications, special tests, x-rays, length of hospital stay, surgery, etc.)

	
	
	

	
	
	

	
	
	

	
	
	

	D. Allergies/Drug Sensitivities

	Allergy/Sensitivity Type

(Include medications, foods, environmental or other)
	Reaction
	Date Last Occurred 
	Treatment

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	


	E. MEDICATIONS
Update Regularly

	       Date Started
	Current Prescriptions:Name/Dose/Frequency



	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


	F. Infectious Disease

	Disease
	Age
	Date
	Remarks



	Chickenpox
	
	
	

	Measles
	
	
	

	Rubella
	
	
	

	Hepatitis


	
	
	

	Pertussis/Whooping Cough
	
	
	

	Pneumonía
	
	
	

	Polio
	
	
	

	Mumps
	
	
	

	Scarlet Fever


	
	
	

	Other


	
	
	

	

	G. Immunizations
	BOOSTER 1
	BOOSTER 2
	BOOSTER 3

	Immunizations
	AGE
	DATE
	AGE
	DATE
	AGE
	DATE

	Diptheria
	
	
	
	
	
	

	Pertussis/Whooping Cough
	
	
	
	
	
	

	Tetanus 
	
	
	
	
	
	

	Polio
	
	
	
	
	
	

	Smallpox


	
	
	
	
	
	

	Typhoid
	
	
	
	
	
	

	Rubella
	
	
	
	
	
	

	Mumps
	
	
	
	
	
	

	Measles
	
	
	
	
	
	

	Tuberculosis
	
	
	
	
	
	

	Hepatitis B
	
	
	
	
	
	

	Other
	
	
	
	
	
	


	H. GROWTH AND DEVELOPMENT

	Date
	Age
	Weight
	Height
	Functional Status

(e.g., walking, talking, socialization) 

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


