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Is there any problem that you would like the doctor to look at or discuss today?	 r YES   r NO
If yes, please describe__________________________________________________________________________________________

Medical history changes____________________________________________________________________________________

Is your child currently taking any medications?	 r YES   r NO
If yes, please write the name, dose and how often taken________________________________________________________________

I hereby certify that the information contained in these forms is accurate and complete to the best of my knowledge.

Signature________________________________________________________________ 	 Date_ _____________________________
                          (PARENT OR LEGAL GUARDIAN)
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