
PAOLI METHODIST NURSERY SCHOOL

81 Devon Road      Paoli PA 19301


644-5576


HEALTH AND IMMUNIZATION RECORD
________________________________________________________________________________________
Child's Name

Age
Sex
Height
Weight

________________________________________________________________________________________Last                                                            First
                                             Middle

Address




No.
Street
City
Twp.

County
State
Zip


Has your child had any of the following?  Please give details.

Allergies_________________________________________________________________________________
Severe Reaction to Bee  Stings_______________________________________________________________
Recurring Illness __________________________________________________________________________
Operations (note type) _____________________________________________________________________
Emotional Problems _______________________________________________________________________
Serious Accidents _________________________________________________________________________
Chicken Pox  _____________________________________________________________________________

IMMUNIZATIONS


Date Initial Series
Date Boosters

Diphtheria-Tetanus-Pertussis (DPT)  __________________________________________________________
Polio Vaccine ____________________________________________________________________________
Measles (9-day) Vaccine ___________________________________________________________________
German Measles (Rubella) Vaccine ___________________________________________________________
Mumps Vaccine __________________________________________________________________________
Hepatitis B Vaccine ________________________________________________________________________


Date Result

Date Result
Date Result

Tuberculin Test (Tine) ______________________________________________________________________
Chest X-Ray _____________________________________________________________________________
Is your child currently under medical treatment? _________________________________________________
Please note type of treatment. _______________________________________________________________
List any illness or health problem which could have an effect on your child's performance or ability in school. ________________________________________________________________________________________

The above child is able to participate in all Nursery School activities.

Signature of Parent _____________________________________________

Child's Physician _____________________________________  Physician's Phone _____________________

(Print)

Date of last physical examination _______________________________

Physician's Signature _______________________________________________________

