CARROLL PREPARATORY

PRIMARY & PRESCHOOL

STUDENT INFORMATION zagainiSan
STUDENT NAME #aini3au: DATE OF BIRTH (mm/dd/yyyy)iw idew © ifia:

PARENT / GUARDIAN NAME(S) $egfnasas: HEALTHCARE PROVIDER Tsangnuna:

IMMUNIZATIONS

Attach a copy of the immunization record.

PERTINENT ILLNESS, COMMUNICABLE DISEASES, RISKS, OR DEVELOPMENT PROBLEMS Please check all that apply.

[ ] ALLERGIES annmsu If yes, please list: [ 1 ASTHMA naufia [JATTENTION / LEARNING
maznEEeng

[ 1 BLEEDING DISORDER dansanfiadnd [ 1 CANCER/LEUKEMIA 1154 [ ] CEREBRAL PALSY azmsauas

[ 1 CHICKEN POX If yes, date: 8andla [ ] LEUKEMIA/azi5adiaidoann [ 1 DENTAL PROBLEMS tJymn
Wpanuiu

[ 1 DIABETES twnwanu [1EMOTIONAL / BEHAVIORAL wnénysu [ 1 ENCOPRESIS szuudiusng

[ 1 ENURESIS ywmstudaann: [ ] GENETIC DISORDERS amufiadniniswugnysy | [ ] HEART CONDITIONS tfaymn
Wenruiala

[ ] HEARING DISORDER dywmsldan [ 1 HEPATITIS Tsadudniau [ 1 KIDNEY DISORDER ifywfisaniu
a

[ 1 LEAD LEVEL ssuazialusnsme If yes, test done: [ 1 YES [ ] NO At risk: [ ] YES [ NO | [] OBESITY Tsndou [ ] ORTHOPEDIC CONDITION a1
ﬁmm:@mm:nﬁ”ﬁmﬁa

[ 1 PNEUMONIA dJaauaw [ 1 SEIZURE / CONVULSIONS lsaautn [ 1 SICKLE CELL ANEMIA Tsaifiariu
iaifanuas

[ 1 SPEECH / LANGUAGE Tyymmiwa [ 1 TUBERCULOSIS 4mlsntloa [ 1 VISION mswoaiiin

[ 1 OTHER 8w 9 If yes, please list:

[ 1 COMMENTS If yes, please explain all that apply:

PROVIDER INFORMATION

PROVIDER'S NAME:

PHONE:

ADDRESS:

PROVIDER'S SIGNATURE:

DATE:




