CHILDREN'S MEDICAL REPORT

Name of Child Age Birthdate
Name of Parent or Guardian
Address of Parent or Guardian
MEDICAL HISTORY: (May be completed by parent)

1. Previous hospitalization? Yes No
If so, why?
2. s child allergic to anything? Yes No
If so, what?
3. Any previous diseases orillness? Yes No
If so, what?
4. Any operations? Yes No
If so, what type?
5. Any physical handicaps? Yes No
If so, please describe:
6. Ischild under the care of a doctor? Yes Mo
If so, for what reason?
7. Any history of mental retardation? Yes No
8. Any history of convulsions? Yes No
9. Any history of diabetes in family? Yes No
10. Any history of heart trouble? Yes Mo

(Parent/Guardian Signature)

PHYSICAL EXAMINATION: This examination must be completed and signed by a licensed Physician or his
or her authorized agent who is currently approved by the N.C. Board of Medical Examiners.

Weight Height Heart

Chest Throat MNeck Abdomen GuU Ext

Meurological System
Teeth Skin Head Eyes Ears
Results of Tuberculin Test, if given:

(Type) (Results)
Should activities be limited?
Recommendations:

(Signature of physician or authorized agent who is currently approved by the Date of examination
MC Board of Medical Examiners)

CarolinaEast Internal Medicine — Pediatrics
2604 Martin Luther King Jr. Blvd., New Bern, NC 28562
Phone (252)636-1919 fax (252)636-2656



