ST. VINCENT FAMILY SERVICES
1490 E. Main Street, Columbus OH 43205 Phone: 252-0731 Fax: 255-5759
ADMISSION/ANNUAL MEDICAL

	NAME:          
	EXAM DATE:

	STREET:       
	DOB:  

	ALLERGIES:

	HAS THIS CHILD HAD ANY OF THE FOLLOWING:

	Asthma 

Chicken Pox

Diabetes
	TB Contact

Whooping Cough

HIV Positive
	Epilepsy/Seizure

Other
	Mumps

Polio

Rheumatic Fever
	Rubella

Rubeola

Scarlet Fever 


PHYSICAL

	Body Structure

Head

Eyes/Pupils

Nasal Mucosa

Mouth

Ear Canals/Drums
	Pharynx

Teeth

Chest

Lungs

Heart

Abdomen
	Orthopedic

Scoliosis Screen?

5-7th grade Y      N

Extremities

Neurological

Lymphatics


	Skin

Height

Weight

Pulse

Respirations

Blood Pressure

	Vision

Right              Left

Glasses:  Y        N  

Auditory

Right                   Left
	Urinalysis

Sickle Cell

Hemoglobin

Hermatocrit

Lead Level
	BUN/Creat:

AST          ALT           bili

TSH             T4
	Comments:




MEDICAL HISTORY (If more space is needed please use back of page)

1. INJURIES AND/OR OPERATIONS (GIVE DATES):________________________________
2. PSYCHIATRIC HISTORY: _____________________________________________________
3. DEVELOPMENTAL:___________________________________________________________
4. Has this patient ever had an undesirable reaction to medication?   No             Yes__________          

5. Please explain:_________________________________________________________________
6. NOTE: Can this child take part in the physical education program?  Yes       No:        

PRESCRIPTION MEDICATIONS: (PLEASE LIST ALL PRESCRIPTION MEDICATION BEING TAKEN BY THIS PATIENT)
	MEDICATION:

1.

2.


	DOSAGE:

1.

2.


	TIME:

1.

2.


	ROUTE:

1.

2.




This is to certify all of the following:

· I have examined this child and found that he or she is in suitable condition for participation in group care.   
· The child has had the age appropriate immunizations recommended by the Ohio Department of Health.

List any limitations or health conditions for this child (including allergies, daily medications, dietary restrictions: _________________________________________________________________________________________________

*PLEASE INCLUDE COPY OF SHOT RECORDS*

	Physician Information – Please Print or Type:

Physician Name:

Address:
	Date:

Phone:

Physician Signature:


Please Return to Intake 
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