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MEDICAL RECORD 
 
 

Name of Child: _________________________________________ Date of Birth: _______________  
  
Mother’s Name____________________________________________________________________  
 
Address _________________________________________________________________________  
 
Home Phone Number _______________________ Work Phone Number______________________  
 
Cell Phone _________________     E-mail Address: _____________________________________ 
 
  
Father’s Name____________________________________________________________________   
 
Address__________________________________________________________________________  
 
Home Phone Number _______________________ Work Phone Number______________________   
  
Cell Phone _________________     E-mail Address: _____________________________________ 

 
Physician’s Name_________________________________________________________________   
 
Address _________________________________________________________________________  
 
Phone Number ____________________________________________________________________  
  
Insurance Information _____________________________________________________________  
 
Child’s Medical Record Number _____________________________________________________  

 
Chronic Illnesses __________________________________________________________________ 
 
Allergies _________________________________________________________________________ 
 
Current Medications ________________________________________________________________ 
 
________________________________________________________________________________  

  
Special Information:  
________________________________________________________________________________ 
 
________________________________________________________________________________  

  
 

Please note: Complete Immunization records must be on file  
prior to your child’s first day of enrollment. 


