Bethany Church of Wanchese Preschool

Child's Medical Record
Child's Name
Last First Last Nickname
Child's Age Birthdate
Parent's or Guardian's Name
Address
P.O. Box City State Zipcode

Child's Medical History (Check and give dates)

Ear Infections Allergies Childhood Diseases

Rheumatic Fever Hay fever Chicken Pox ____

Convulsions Poison Ivy Measles

Diabetes Insect Stings German Measles

Behavioral Penicillin Mumps__
Food Asthma

State whether your child has ever been hospitalized and for what reason.
Yes No

For what reason?

Any chronic or recurring illnesses: Yes No If yes, what?

Any physical handicaps: Yes No If yes, what?

Is your child under the care of a physician or a therapist: Yes No__
If yes, why?

State any specific activities to be encouraged.

Restricted activities

Parent's Authorization
This medical history is correct as far as I know. The child herein described has
permission to take part in all preschool activities, except as listed by me and the
examining physician. In the event I cannot be reached in an emergency, I give
permission to the physician listed on the child's application for proper treatment of
said child. Treatment could include injection, anesthesia or surgery.
Parent or Guardian's Signature Date

THIS SIDE OF THE FORM MUST BE COMPLETED BY PARENTS OR GUARDIAN.



