


My Child’s Healthcare Provider

Provider Name Phone

Blank Children’s Hospital Emergency Department ............. 515-241-6611
PoisoniInformation ............. ... ittt 1-800-222-1222
Police Department

Emergency .......iiiiiiieieeeeeeesesesesesosnsnssssssssasnns 911

Non-emergency .......ciciiiiiiieienenennenanans
Fire Department

Emergency ......c.cuiiiiiieeneeeeeensceesnsassossnsnssnannas 911

Non-emergency ........coiiiiiiiineinennencenennns
Ambulance ........... . i i i i i i

Other Important Numbers

01319 11/03

For more health information, visit www.blankchildrens.org




Dear Parents and Caregivers:

This booklet was designed “by parents - for parents.”

The beginning sections of this booklet are designed to record your child’s

medical history. There is also a section for special care needs. You could use

this space to express your child’s preferences for feeding, sleep habits, special toys, etc.
This may include special instructions for how your child likes to take medication or

for specific care for conditions such as asthma or diabetes.

The final section could be used as a personal journal or as a communication tool
with healthcare professionals, child care providers,baby-sitters, etc. There is also
an area where you can individualize the notebook to meet your child’s personal needs.

We hope this will help you organize the information you will need for questions from
your healthcare providers while creating a medical history for your own reference.
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We hope you find this booklet to be a helpful resource throughout your child’s

healthcare experiences. For more health information, visit www.blankchildrens.org.

Sincerely,
The Family Advisory Council
Blank Children’s Hospital




Medical & Emergency Phone Numbers

Doctor

Phone
Address

Doctor

Phone
Address

Doctor

Phone
Address

Doctor

Phone
Address

Emergency Numbers  Additional Phone Numbers:

Ambulance
911

Blank Children’s Hospital
(515) 241-KIDS (5437)

Poison Control Center
1-800-222-1222
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Police and Fire Rescue
911

Blank Children’s Hospital
Emergency Department
(515) 241-6611




Family Medical History

Disease/Problem Child Child's Childs  Siblings Mother's  Father’s

Father Mother Relatives  Relatives
Allergies/Hayfever O @) O O
Anemia
Asthma

Behavior Problems
Birth Defects (please specify)
Cancer
Cerebral Palsy/Muscle Disorder
Cleft Lip or Palate
Cystic Fibrosis
Depression
Diabetes
Drug and/or Alcohol Abuse
Emphysema
Hearing Impairment
Heart Problems
Hemophilia
Hepatitis
High Blood Pressure
HIV/AIDS
Hyperactivity
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Kidney/Urinary Problems
Learning Problems
Mental Iliness

Mental Retardation
Migraines
Physical/Sexual Abuse
Recurring Pneumonia
Scoliosis
Seizures/Epilepsy
Speech Problems
Tuberculosis

Vision Impairment

/000000000 0|00 |0|00 0|00 0|00 0|00 0|00 0|00 00
/000 000|000 0000|000 0|00|0|00 0000|000 0|00 0
|00 0000|000 0|0 0|0|00 0000|000 0|00|0|00 0|00 0
/000 000|000 0|00 |0|00 0|00 0|00 0|00 0|00 0|00 00
|00 0000|000 0/0 00|00 0|00|0|000|00|0|0 0 0|00 0
00000000000 0|0|000|00|0|00 0000|000 0|00 0

Any particular syndrome (name)




Notes:




Immunization Schedule

Hep-B

x

Birth -
2 Months (1)

DTaP/ ptp Hib  IPV/OPV MMR

h

1 -4 Months (1)

1 Month

%

2 Months

4 Months

b S,

x

6-18 Months (1)

6 Months

F|&F|F|F

x

12-15 Months (1)

b S,

12-18 Months (1,3)

12 Months

12-15 Months(1)

h

12-18 Months (1)

%

15 Months
12-18 Months (1,4)
4-6 % ‘m or %
1w
Give at 4-6
years of age
%m% I% orat 11-12
of age.
All teens need This is a Td
3 hepatitis B shot. It does
shots if they not contain
haven't already pertussis
received them. vaccine.

Children who are
12 months of age
through
12 years of age
(who have not had
chickenpox) need
to be
vaccinated with
one dose.

Children 13 yrs. of]
age and older
(who have not had
chickenpox or
been
previously
vaccinated) need 2|
doses.

Were you or your child born in a country where hepatitis B is a common disease?

If so, your child, no matter what his or her age, should be vaccinated against hepatitis B. Don’t wait until your child reaches a certain age.

Your child is at increased risk for this disease and need a protection now.

This is the age range in which the vaccine should be given.
Depending on the brand of Hib vaccine used for the 1st and 2nd dose at 6 months of age may not be needed.
If an all-OPV schedule is used, the 3rd dose can be given at 6-18 months.

(1)
2)
©)
)

May be given as early as 12 months of age if 6 months have elapsed since the previous dose and if you think the child might not return on time.

Talk to your health care provider about whether or not your child needs to receive shots for hepatitis A, influenza, or pneumococcal disease.

Certain children are at risk for these diseases and need to be immunized against them.




Immaunizations

Date Route Site Doctor Reaction

DPT/HIB 1
DPT/HIB 2
DPT/HIB 3
DPT/HIB
DTAP 4
DPT
DTAP
OPV/IPV
OPV/IPV
OPV/IPV
OPV/IPV
MMR
MMR
HIB
HIB
HIB
HIB
DT

ar
HepB 1
HepB 2
HepB 3
Influenza
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Varicella
Other

TB screening
Type




Allergies

An allergy is a sensitivity to a certain substance (allergen). Allergic reactions may consist
of an itchy, raised, red rash and/or more severe symptoms, including:

e Difficulty breathing e Difficulty swallowing
e Dizziness e (Cool, clammy skin

Call your child’s doctor immediately if more severe symptoms develop.

On the chart below, list any known allergies to:
Foods

X-ray dyes

Molds

Animal dander

Medications

Dusts

Plants

Soaps/household products

Substance Symptom(s)

Parental/Family Allergy History:
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Name of medicine

Medications

Name of medicine

Date medicine started

Date medicine started

What for

What for

Strength (see label)

Strength (see label)

Dosage (amount)

Dosage (amount)

Physician

Physician

Date medicine changed/stopped

Date medicine changed/stopped

Name of medicine

Name of medicine

Date medicine started

Date medicine started

What for

What for

Strength (see label)

Strength (see label)

Dosage (amount)

Dosage (amount)

Physician

Physician

Date medicine changed/stopped

Date medicine changed/stopped

Name of medicine

Name of medicine

Date medicine started

Date medicine started

What for

What for

Strength (see label)

Strength (see label)

Dosage (amount)

Dosage (amount)

Physician

Physician

Date medicine changed/stopped

Date medicine changed/stopped

Name of medicine

Name of medicine

Date medicine started

Date medicine started

What for

What for

Strength (see label)

Strength (see label)

Dosage (amount)

Dosage (amount)

Physician

Physician

Date medicine changed/stopped

Date medicine changed/stopped
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Name of medicine

Medications

Name of medicine

Date medicine started

Date medicine started

What for

What for

Strength (see label)

Strength (see label)

Dosage (amount)

Dosage (amount)

Physician

Physician

Date medicine changed/stopped

Date medicine changed/stopped

Name of medicine

Name of medicine

Date medicine started

Date medicine started

What for

What for

Strength (see label)

Strength (see label)

Dosage (amount)

Dosage (amount)

Physician

Physician

Date medicine changed/stopped

Date medicine changed/stopped

Name of medicine

Name of medicine

Date medicine started

Date medicine started

What for

What for

Strength (see label)

Strength (see label)

Dosage (amount)

Dosage (amount)

Physician

Physician

Date medicine changed/stopped

Date medicine changed/stopped

Name of medicine

Name of medicine

Date medicine started

Date medicine started

What for

What for

Strength (see label)

Strength (see label)

Dosage (amount)

Dosage (amount)

Physician

Physician

Date medicine changed/stopped

Date medicine changed/stopped
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Date

Age of
child

Doctor

Tlinesses/Doctor Visits

Reason for visit and
result/treatment

Date

Age of
child

Doctor

Reason for visit and
result/treatment
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Date

Age of
child

Hospitdlizations

Doctor

Reason for hospitalization, treatment & follow-up
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Surgeries/Medical Tests
(Radiology, CT Scans, EEG, efc)

Date | Age of Doctor Surgery, treatment, follow-up
child
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Special Care Needs ¢ Suggestions/Ideas
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Notes:




Notes:




Notes:




has my permission to seek medical treatment for my son/daughter

due to my unavailability or absence. This authorization is effective and expires

Signature of parent Signature of caregiver

has my permission to seek medical treatment for my son/daughter

due to my unavailability or absence. This authorization is effective and expires

Signature of parent Signature of caregiver

has my permission to seek medical treatment for my son/daughter

due to my unavailability or absence. This authorization is effective and expires

Signature of parent Signature of caregiver

has my permission to seek medical treatment for my son/daughter

due to my unavailability or absence. This authorization is effective and expires

Signature of parent Signature of caregiver

has my permission to seek medical treatment for my son/daughter

due to my unavailability or absence. This authorization is effective and expires

Signature of parent Signature of caregiver
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has my permission to seek medical treatment for my son/daughter

due to my unavailability or absence. This authorization is effective and expires

Signature of parent Signature of caregiver

has my permission to seek medical treatment for my son/daughter

due to my unavailability or absence. This authorization is effective and expires

Signature of parent Signature of caregiver

has my permission to seek medical treatment for my son/daughter

due to my unavailability or absence. This authorization is effective and expires

Signature of parent Signature of caregiver

has my permission to seek medical treatment for my son/daughter

due to my unavailability or absence. This authorization is effective and expires

Signature of parent Signature of caregiver

has my permission to seek medical treatment for my son/daughter

due to my unavailability or absence. This authorization is effective and expires

Signature of parent Signature of caregiver
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