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HEALTH HISTORY

TO BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER

ALLERGIES Yes [List: MEDICATION (Prescribedor| Yes |List:
(Food,drug, insect, other) No taken on a regulaasis.) No
Diagnosis of asthma? Yes No Loss of function of one of paired Yes N
Child wakes during night coughing? | Yes No organs? (eye/ear/kidney/testicle)
Birth defects? Yes No
O O O

oo



http://www.cdc.gov/tb/publications/factsheets/testing/TB_testing.htm
http://www.cdc.gov/tb/publications/factsheets/testing/TB_testing.htm
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