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Southern Maine Children’s Academy, LLC.

*************Health Record**************

Child's Name: _________________________________   Sex: _______  Age: _________

Physician's Name:_____________________________    Phone #:__________________

Physician’s Address:_______________________________________________________
***********************************************************************

The above child is attending preschool at Southern Maine Children’s Academy. State regulations require that each child's medical history, along with a current immunization certificate, showing that the child is immunized in accordance with American Pediatrics Association.

***********************************************************************
Check Illnesses the child has had:

German Measles____ Measles____ Chicken Pox____ Mumps____ Scarlet Fever____

Rheumatic Fever____ Strep Throat____

Allergies (Type):__________________________  Drug Reaction:___________________________
Medications/Dosage:______________________________________________________________________________________________________________________________________________
Blood Type:____________

Surgery, Accidents, Other illnesses or special issues of importance:__________________________
_______________________________________________________________________________

_______________________________________________________________________________
Is this child free from illness and communicable disease? ________________________________
Is this child in good health?_________________________________________________________
Is this child's immunizations up to date?_______________________________________________
Date of last immunizations: Please complete the information below OR provide a copy of your child’s immunization record.
DPT/DPaT: 1st ______ 2nd ______ 3rd _______ 4th ______

MMR: 1st______ 2nd _______

HIB: 1st _______  2nd ______  3rd ________

Polio/IPV: 1st ______  2nd ______ 3rd _______ 4th ________
Chicken Pox Vaccine: (Varicella) 1st ______ 
Hepatitis B/HBV:  1st ______ 2nd _______ 3rd_______

PCV:  1st ______ 2nd _______ 3rd _______  4th _______

Additional relevant information: ______________________________________________________
________________________________________________________________________________________________________________________________________________________________
 (continue on back if needed )

************************************************************************

__________________________________________             _______________________

 Parent/ Guardian Signature                                                Date 
************************************************************************

**The Medical History Form must be renewed one year from the date of the current form on file. 
