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Please answer the following health questions for your child. It will take you approximately 15-20 minutes to
complete this form, so please complete it at home. Please attach your child@ immunization records.

qOzS 7 w\ gp HAIU s:UK*“1tb T{é . $tG O o< " M{
Do you have any current health concerns for your child? Please explain.

ZY ®8tR or wX’ Mts “ 1 bT { HowlongintheUS? avyr(s) fi D Mo(s)

™z?24a :Ow' p b T { How long do you plan on staying in the US?
avyr(s) fi DMo(s) SS Si Epermanent resident

7Y 8w\ /Ft 6« £ hT { Isyourchild feeling adjusted to lifein the US? x MYes M M QNo

\e tptZ p\E>~eh \ qUK®"“ $£bT{ M M QNo X M Yes

Have you ever lived in aforeign country?

- Ez 8 what countries, when?

1 H wi Rt mM o Family Memberg

E2 Name Relationtochild| &, Age| “A ~ Y1 Occupation

H xz9q» °ytE cep Mt b T {Iseveryoneliving together? X MYes M M QNo



” © Personal/Family History|
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Please mark the following conditions that apply to your child and explain.
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S < O | OM| <M | &, sré. s$tGc0 o
sib@ |mom | dad | £O6| £O| <* M @lease explain
self < <
PGP | MGP

V +tzzec¢g?"”
Hay Fever, Pollen alergy

6 Asthma

&~ E « Behavior Problems

B+iA¢tABz (B  zB
Blood problems (Anemia, leukemia,
hemophilia)

£

B-+zi°

Blood clots/Phlebitis

Disease

z ... 1 0 Arthritis/Joint

gQ ~ ¢U oe£ Cancer

AN $Eez Om’
Mental trouble/Depression

v@ =~ Sugar diabetes

¢ " "¢u Yz 4 Z; ¢
Alcoholism or Substance Abuse

£

A $n4 Emotional Abuse

$ n 4 Physical Abuse

Q$ n 4 Sexua Abuse

£1 ~  Stomach, bowel, etc.

1 E e« Vision problem

I® E « Hearing loss

U ~ Heartdisease

v ; Heart murmur




6 o Stroke

self

sbG

mom

o
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MGP
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0 B y High blood pressure

y B y Low blood pressure

6~ @ uAé " ¢ Highcholesterol

zz f
Kidney, Bladder infection

w ~ > Lung Disease

Tz +l oz
Liver disease, Jaundice, Hepatitis

OY¥i @ Thyroid gland trouble

ZMe ®z0 0T ce
Seizures, Fits, Epilepsy

", ¢ Migraine headaches

e ¢ U%a Rheumatic fever

A© Tuberculosis

Q° STDG

x”~ A, Motor vehicle accident

OSwZ t Seriousinjury
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Please list any operations, surgical procedures, blood transfusions, and hospitalizations.




qO&d; "o M” U Ke yG O o< " M{ Pleaselist al current medications.

yM ¢ 0» Ui N> ¢ cepMtbT{ M M QNo X MYes
Areyou using any herbal treatments or vitamin supplements?

—é . $t Pleaseexplain

2 8&¢2” t mMo Allergieg

S tzeéeg 2" xK*“ TbT { Areyoualergicto any medications? M M QNo X MYes
xMwOus WE 7é ¢ga"x Y
If yes, please specify drug(s) type of reaction
i, awzé ¢?a”"x K" tb Te Foodallergies? M M QNo X MYes
xMwOue i GE 7é gcarx Y
If yes, please specify food(s) type of reaction

''w€ ©° Immunization|

'w€ wWGAaAw DB”" > 4C oXi ~ M{ Please attach a copy of your child@ immunization
record.

|H A 6 6 Health Habitg

! i A Nutrition e
iA Mealse 10S S SS stimesday S+ mSnacksS S S SS s times/day
e( T z0JzLUX zGUgqe*0oMIbTe- X MYes M M QNo

Sufficient intake of protein, vegetables, and fruit?
- MMQwOUuz é. $t Ifno, please explain

§NE 1> %e0C "1 7" 2zU;zO0Sjz%a e&”" A¢ %z XZ¢ %St £X 2z
O ? ¢° £bTe Caffeinated drinks per day?



No

No

No

SS  cups/glasses per day

Elimination

@z (t 0IJxK*“ FbT- MM QNo X MYes
Does your child have any problem with elimination?

xMwOué . $tG O oX i » M{Ifyes, please explain

- ¥% Sleepinge + « SS S1o@lock T’ to 1 o@®lock

T 1t mMo Safety:
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Do you wear a seatbelt or use a car seat? X MYes MMQ
No

x8 e+ &” &7 0e&” Ap! ¢« 1 xz O¢cY¢ A>E ; > oMEbTe

Do you wear a helmet for bike riding/rollerblading? X MYes MMQ
s E;, xz Ht f" "+« oMt bTe X MYes MMQ
No

Do you have smoke detectors installed at home?

°Z =X EUEE; xz Ht f” "o oM$ b Te X MYes MMQ
No
Do you have carbon monoxide detectorsinstalled at home?

«P +xzHt f"» ¢« OoOMIbTe X MYes MMQ
No
Do you have fire extinguishers at home?

H °pzP Awiw tE&I t mMoé  UMx"s oMib T
Do you have afire escape plan? X MYes MMQ

S 7xzO0Ox1 WEWW*“M > Elo M:bT «
Does your child know emergency phone numbers? X MYes MMQ

z 1T»0i Nz8Nz Y%4sxz ™ww §TsMt zdwTT”"t t- ~ «oMIbTes
Do you keep al medicines, vitamins, cleaning fluids, and gardening chemicals locked away or disposed of
safely? X MYes MMQ



No

Poison Control ¢ @ Y@ C - i »” £w? € @ 1-800-222-1222x z ? é wU Xt ;ep A" o K
Is the phone number for the Poison Control Center listed near al phones?

“I bTe
X MYes MMQ
No
AwHAt mM o Dental Screening:
H p—;  0oM” ¢ %+ Xl wrepbTe + 4+ 3 . + @Ac¢
tap water well water bottled water

Which type of water does your child drink?

+“ +wot xGUsN¢gEU teo0MitbUz2+« +¢ GAg+t x teo0ME
deG N¢g¢EO“ w+> ¢ ,epMs MOuUxzNgEw+OaYi AUZ At s~ ¢t

b {
Your child may need fluoride if heis not drinking tap water or if your water supply does not have

fluoride added to it.
A« Vx O ?s %t b Te How oftendoyou brush your child® teeth? s times/day
AJU xzrwX MwASp! Zo M:bT - at s times/year
How often do you have a dental check-up?

AJU z«@®@" Ci - xz8t2sS¢S" tb{
We recommend a dental check-up twice a year.

f w other o

AelT e« i1 Pa’ 7 z®" Usrx z10?21 - ;  tb Te ( yI - hrs
How many hours does your child watch TV or use a computer per day?

el > "1 xz101-2] Stqr SoXi MG ™Mw_" Aélj Exz
U ~R0K[OXi MG Itxz ™g°ytAeél>» _"*Ot z©°
0> ™gé ul ot e O0OG Zks°OwjEx"~"Zt O Ael> ™
@0t ” Xwx S¢ S° t d oef{ Limit TV and electronic game time to a total of 1-2 hrs per

day. Carefully select the TV programs that you allow your child to view. Besureto watch some
of the programs with your child and discuss the show. Avoid watching any programs that

Do not put a TV in your child@ bedroom.

A

containsviolence.

8 $t 04" - Vs puU” Axs cepbT »
What kind of sports does your child participate in or have interest in?

X Mzmp b T Yes, who

H pdb ” xMtbTe M M QNo

Does anyone in your household smoke?

S 7wROzCat o0 s\g xK“ft bTe M M QNo
X MYes



Any concerns about your child® growth and development?

xMwOué . $tG O oX i » M{ Ifyes, pleaseexplain

70 w\ gp 0 s\ gxK*“ :bTe Anyproblemswithschool? MM QNo X MYes
xMwOué . $tG O oX i ~ M{ Ifyes, pleaseexplain.
exw Ow\ & ot GOXi "MG Pleasewritedown your child® daily routine.
12am | 6am | 12pm | 6pm
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Does your child currently have any of the following symptoms? Please circle al that apply.
+Y « Review of Systems
1 Y6 C afever i > UsM decreasein activity level st A°
General il Us Mossof appetite None
.1 & ., ¢ headache , @71t injury st A°
Head None
) 1—t 0 UK?"” visua change U ! cross-eyed @ « t discharge >t A°
Eye ¢ U z Mredness e hw e puffiness None
o) I—t a0 U K~ difficulty hearing Ow¢” pain >t A°
Ear Oi « discharge None
“ “+ runny nose “ nt “ nasa congestion “ B nosebleed >t A°
Nose None
£~ “w ¢ " sorethroat AwUl dental defect >t A°
Mouth/throat « U> ¢~ % wt 8J UK " difficulty swallowing None
~ e shortness of breath  coughing 3 w¢ " chestpain >t A°
Lung 6D ¢zu> b” 1t T a”l a” ;U b” £wheezing None
U %i Uqg M pae wi Uqg Mcyanosis >t A°
Heart 3 ¢4 wKh®* £wg " chest pan w %X ~ swelling on legs None
& faint




«= + % 0¢ abdominal pain AV >nausea E Avomiting <| >t A
Gastrointestinal i diarrhea ( + constipation Sow A “ distention None
(t B+ U a” bloodin stool
{9 +% @ 1 wc¢” panful urination @t B+ U a ” bloodin urine >t A°
Genitourinary Sv e« bed-wetting S*“ < wvaginal discharge None
z | w- deformities ...W ¢~ joint pain >t A°
Muscul oskeletal . w e joint swelling None
2 Mh* z >~ T bwU Edifficulty in moving extremities or in
walking
& % St Mdizziness w—U  Mweskness >t A°
Neurologic W Qhand shakiness Z M ceseizures None
19 C rash T « " itching K _ color change >t A°
Skin ©Z B' «b M~ ZB " « bMeasy bruising/bleeding None
N% >0t %' U K" freg. mood change & 1 nervousness >t A°
Psychiatric OA" « bMtension >0 wXj " feelingdown None
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