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Allergy (type) ❑ Cancer/Leukemia ❑ Hearing Problems ❑ Hypertension ❑ Seizures ❑	 Vision Problem ❑
Asthma ❑ Chronic Cough/Wheezing ❑ Heart Disease ❑ JRA Arthritis ❑ Sickle Cell Anemia ❑
Behavioral Problems ❑ Diabetes ❑ Hemophilia ❑ Rheumatic Heart ❑ Skin Problems ❑
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immunizationS (vaccineS, dateS given:  montH/day/yeaR) 
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Allergies: (Mother/Legal Guardian) (Father/Legal Guardian)



Health History Comments:  Include Referrals and Reports.  Recommendation for significant findings. 
(Please Print)
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