Department of Education

Student's Health Record

m»:o_mi _:3_.33_0:

Sex: _H_Z_

DOB:___/ |

_|||__u Ent
Pre-K: / /
m_mB : \ /

Name:

{Last) (First) {Middle Initial)

Student Address Label

Parent/Legal Guardian Names:
1. 2.

LJAllergies [lAsthma [IChronic Cough/Wheezing [Iseizures Other

[JHearing Problems
[Bees [IBlood Disorders [IDiabetes Type | [Heart Condition [CIskin Problems
[JFood [JBone/Joint Disorders []Diabetes Type Il [TJHigh Blood Pressure [CJvision Problems
DOm:omqrmcmeWm

_H_ima_nm:o: [JGenetic Condition D_,\_mﬁmuo__o D_moamﬂ

: N.m,..:m:m,.,. .
b _||DTaP, DTP, DT or
Dzm@m:<m TB Risk >wmmmm3m:_ﬁ Y R A ke
Dzm@m:<m test for TB infection Y B Type
D_u0m;_<m test & negative chest x-ray Polio (IPV or OPV) |Date I 1 [/ [
. Dental mme_sm:o: . Hib (Haemophilus | TYPe
Dental Check-Up /1 tlinfluenzae tybe b) |Date / / / / / / / /
_Dental Check-Up |/ ___||Pneumococcal Type
. . . <_m_o= m:a Imm::m . | Conjugate Date 1 I 1 I/ A
<_mcm_ >oc;< DOo_oﬁ Vision Deficient Type Varicella immunity
secondary to disease
R 20/ L oo/ Hepatitis B Date / / / / / / (date) Y A
[JCorrected [corrected I S Type Varicella
Hearing Thresholds Hepatitis A Date / / / / Date / / / /
500 1000 2000 4000 Type . MCV
R | _ _ MMR Date / / / / Date| [/ [
L | | I / / Type Tdap
Signature or Stamp of Healthcare Provider or Clinic: HPV Date [ I/ [ Date |/ [/
Type »
S otonmendedibaaad based on screemng/ERSDY toquramants Y 2022 Other Date I/ — [ A — $
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