******************Health Record******************

Child's Name: _________________________________   Sex: _______  Age: _________

Doctor's Name:________________________________    Phone #:__________________

  "   "  Address:___________________________________________________________

***********************************************************************

The above child is to be cared for in my day care home. State regulations require that each

child's medical history, along with a current immunization certificate, showing that the  child is immunized in accordance with American Pediatrics Association.

************************************************************************

Check Illnesses the child has had:

German Measles____ Measles____ Chicken Pox____ Mumps____ Scarlet Fever____

Rheumatic Fever____ Strep Throat____

Allergies (Type):________________________   Drug Reaction:_________________________________________

Medications:___________________________   Dosage:_________________________

Blood Type:____________

Surgery, Accidents, Other illnesses or special Problems: ___________________________

_______________________________________________________________________

Is this child free from illness and communicable disease? __________________________

Is this child in good health?__________________________________________________

Is this child's immunizations up to date?________________________________________

Date of last immunizations:

DPT.______  Measles______  Tetanus______  Booster______  Polio______  HIB_______ Chicken Pox Vaccine______ TB Tine Test______

Additional relevant information: ______________________________________________

________________________________________________________________________________________________________________________________________________

 ( con't on back if needed )

************************************************************************

Is there any reason why this child should not be given non-prescription medicines by the day care provider, with the parent's permission? i.e. aspirin, Tylenol, Peptobismol, cough medicines, etc... Please note the exceptions which the child should NOT be given. ( State regulations states that " Prescription medications or aspirin shall not be given to a child except as authorized by a licensed physician and/or with a written daily request of the parent or guardian. Medication shall not be given to a child if the expiration date has passed."

__________________________________________             _______________________

( Parent/ Guardian Signature )                                                      ( Date )

************************************************************************

*** The Medical History Form must be renewed one year from the date of the current form on file. ***
