Health Care Summary

(to be completed by Health Care Source)

Date of Enrollment _________________________________________

Name of Child _____________________________________      Date of Birth _______/________/________

Address _____________________________________________   Telephone ________________________

City ___________________________________________ State ______________ Zip __________________

Parent or Guardian _______________________________________________________________________

Date of Last Physical Exam ____________________

How long have you been seeing this child ?_____________________

Does the Child have any allergies, including medication?_________What ___________________________________

Is a modified Diet Necessary? ________________________

Is any condition present that may result in an emergency? ______________________________________________

What is status of Child’s:
Vision ___________________________________





Hearing __________________________________





Speech __________________________________

Please list below any important health problems.  Indicate if you or someone else is following the child for the problems, and check which problems require special attention at the center.






  Followed
Followed by Other
      Requires Special

Important Health Issue                      You

Med Source (Name)
      Attention at the center

____________________________   _______      ______________________  ______________________________

____________________________   _______      ______________________  ______________________________

Other information helpful to the center  _____________________________________________________________

Source of Health Care ___________________________________ Date __________/____________/__________

Assoc or Clinic and Address  ____________________________________________________________________

____________________________________________________________________________________________

