Kamehameha Schools Preschools Health Record

KAMEHAMEHA SCHOOLS®
Name Female .
i i it Student ID: Preschool Name:
(Last) (First) (Middle Initial) Male 0 Child's Birthdate
, Allergies:
Parents Name: (Mother/Guardian) (Father/Guardian)
Home Phone: Other Phone:
MEDICAL STATUS
Allergy (type) U | Cancer/Leukemia U | Hearing Problems U | Hypertension U | seizures U | Vision Problem a
Asthma U | Chronic Cough/Wheezing U | Heart Disease U | JRA Arthritis U | Sickle Cell Anemia U History of COVID-19: QYes UNo
Behavioral Problems U | Diabetes U | Hemophilia U | Rheumatic Heart U | Skin Problems U [Date: Severity:
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MNegative Date:
TB Risk Assessment ! Polio
Negative test for Date: (IPV or OPV) I I I /1 I /1
TB infection I
Positive test, and Date: Hib (Haemophilus "
negative chest x-ray I influenzae type b ) / / / / / / / / / / / /
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Health History Comments: Include Referrals and Reports. Recommendation for significant findings.
(Please Print)

Date Signature & Title Date Signature & Title
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