A3ad
@ San Diego Unified School District EARLY CHILDHOOD EDUCATION PROGRAMS
Child’s Health Record
CDC Center: State Preschool/School Readiness: AM PM  Full Day
Student’s Name: (Last) (First) (Middle) Y OF
Parents’ Names: {Last} (First) (Last) {First)
Telephone: Student’s Date of Birth:
Persons to be contacted in case of emergency (name/phone):
CHILD’S HEALTH HISTORY: TO BE COMPLETED BY PARENT/GUARDIAN
Allergy: Y ON Diabetes: [y [N Earproblem/Hearing Defect: Oy [EIN
Allergic to: Seizure Disorder: f1y [N  Frequent ear infections: Oy [ON
Reaction: Heart problems; 1y [N  Eyeproblem: Oy [ON
Asthma; Oy OwN Chronic disease: Oy 1N Glasses: Oy CnN
Meds: - ) '
Medications: Oy N List:
Previous Operations/Hospitalizations: Oy [N  Reason:
(1}, {WE), the undersigned parent/guardian of , do hereby authorize employees of the San Diego Unified School District
to obtain emergency medical treatment as prescribed and deemed necessary. This authorization is given pursuant to the provision of Section 25.8 of the
Civil Code of California and is given in advance of any specific diagnosis, treatment or hospital care being required.
Parent/Guardian Signature Date
PHYSICAL: TO BE COMPLETED BY PHYSICIAN
HT: ‘ WT: B/P: TEMP: HEART RATE: RESP:
TB Em Oy DT Tobacco Exposure: ml\l Lead bioodm: ] Yﬁ
High Risk Factors: (1Y [N  Hemoglobin: Lead blood test Lab Results:
SickleCell: (JY [N Urinalysis: Other:
IMMUNIZATIONS REQUIRED FOR PRESCHOOL.: 3-Polio 4-DPT  I-MMR & I-HIB (after 1¥ birthday)
1-Varivax (after 1¥ birthday) or MD verified Chicken Pox Disease 3-Hepatitis B — Series must be started
PHYSICAL EXAMINATION
WNL  ABN WNL ABN
General Appearance [ O Lungs O 0
Head [ O Abdomen [ O
Eyes (M I Vision: Genitalia, Male d |
Ears [ M Hearing: Female i:} ]
Nose [l i1 Hips O ]
Mouth & Pharynx ] ] Fine Motor O |
Dental i1 ] Gross Motor O O
Neck 1 ] Skin ] 1
Spine  [] il Neuro [ O
Heart | 0 Speech d0 1
Glands OJ O
ALLERGIES Are medications needed at school? Oy [ON
Food: Oy 0ON List List:
Insect stings: Oy [ON  List Otherr [1Y [N  List
Medicines: Oy N List: EPI Pen needed: Oy N
ASTHMA Oy N Recommendations:
Inhalerneeded: []Y [N Referrals:
PHYSICIAN’S NAME/STAMP:
PHYSICIAN’S SIGNATURE: PHONE: DATE:
SG:sh 2/10/09

L
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3 San Diego Unified School District PROGRAMAS DE EDUCACION DE PRIMERA INFANCIA
Documentacion de la Salud del Nifio

Centro de CDC: Preescolar estatal/Preparacién escolar: AM  PM  Diacompleto
Nombre del alumno: (Apellido) {(Nombre) {Segundo) M [OF
Nombres de los padres: {(Apetlido) {(Nombre} _ (Apellido) (Nombre)

Teléfono: Fecha de nacimiento del alumno:

Personas de contacto en caso de emergencias:

HISTORIAL DE SALUD DEL NINO: DEBE SER COMPLETADA POR EL PADRE/TUTOR

Alergia: s N : Diabetes: : D S [N Problemas del oido/ Defecto auditive: s N
Alérgico a: Trastorno convulsivo:  [[JS  [[JN  Infecciones frecuentes del oido: Os 0ON
Reaccidn: Problemas del corazén: s [N  Problemas delos ojos: f1s [On
Asma: s N Enfermedad crénica: [0s [ON Lentes: s ON
Medicinas: ' ‘

Medicamentos: [18§ [N Lista:

Operaciones/Hospitalizaciones Previas: s [N  Razém:

{Y o), {(Nosotros), el padre/tutor infrascrito de , autorizo por medio de la presente que los empleados del Distrito Escolar

Unificado de San Diego obtengan tratamienfo médice de emergencia como sea recetado y considerado necesario. Se otorga esta autorizacidn segiin lo acerdado
en la provisién de la Seccién 25.8 del Cédigo Civil de California, v se da antes de que se requiera diagnosis, tratamiento u hospital especifico.

Firma del padreftutor Fecha
PHYSICAL: TO BE COMPLETED BY PHYSICIAN
HT: WT: B/P: TEMP: HEART RATE: RESP:
TB Exposure: dy ON Tobacco Exposure: [y [N Leadblood test (ifatrisk} [J]Y [N
High Risk Factors: []Y [N  Hemoglobin: Lead blood test Lab Results:
SickleCell: JY [N Urinalysis: Other:
IMMUNIZATIONS REQUIRED FOR PRESCHOOL: 3-Polic 4-DPT 1-MMR & 1-HIB (after 1 birthday)
1-Varivax (after 1” birthday) or MD verified Chicken Pox Discase 3-Hepatitis B —~ Scries must be started
PHYSICAL EXAMINATION
WNL  ABN WNL ABN
General Appearance [ | ] Lungs [] O
Head ] OJ Abdomen O |
Eyes ] ] Vision: Genitalia, Male M O
Bars [ O Hearing: Female [ 1
Nose [ O Hips [ 4
Mouth & Pharynx ] | FineMotor [ ] 'l
Dental | O Gross Motor 1 |
Neck [ H Skin O O
Spine [} ] Neuro M [l
Heart (| [} Speech O N
Glands [ ]
ALLERGIES Are medications needed at school? Oy [OnN
Food: Oy ON List List:
Insect stings: Oy [N List Other: [J]Y [N List
Medicines: Oy [ON  List EPIPenneeded: [JY [N
ASTHMA Oy ON Recommendations:
Inhalerneeded: []Y [N Referrals:
PHYSICIAN'S NAME/STAMP:
PHYSICIAN’S SIGNATURE: PHONE: DATE:

SG:sh 2/10/09



