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GENERAL HEALTH APPRAISAL FORM
SECTION I
To be completed by parent/guardian with signature.Child's Name: ___________________________________________ Date of Birth: ________________
Allergies: __________________________________  Reactions: _______________________________
Diet: ______________________________________ Special Diet: _____________________________
Special health considerations: __________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
Parent Signature
____________________________________________ Date __________________________________

	






SECTION II
HEALTH CARE PROVIDER: Please complete after section I completed by parent/guardian.
Date of last Wellness Examination _______________________ Weight at exam ________________
Physical Examination (circle one):         NORMAL               ABNORMAL
Explain any abnormalities: ____________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________

_






HEALTH CARE PROVIDER CONTINUED	Allergies : _______________________________ If allergies, explain reactions: __________________
__________________________________________________________________________________
Significant Health concerns: ___________________________________________________________
__________________________________________________________________________________
Chronic Medical Illnesses: ____________________________________________________________
__________________________________________________________________________________
Current Medications: ________________________________________________________________
*A separate medication administration form is required if medications are to be given at school, child care or camp. 
Special Diets: _______________________________________________________________________
Immunizations: Up to date: (circle one)          YES               NO
Immunization administered: ___________________________ Date: __________________________
· See attached immunization form












Office Stamp or Write Name, Address, Phone#

HEALTH CARE PROVIDER SIGNATURE
Next well visit:                                                                   
· per guidelines
· at age _________

This child is healthy and is able to participate in all routine activities in school, child care or camp program. Any concerns or exemptions are identified on this form.
Provider Signature
________________________________________________________________ Date ________________________________
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