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	MEDICAL SCREENING RECORD

(Please Print)


	CHILD’S NAME: FIRST


SECOND NAME

LAST NAME

     
	LANGUAGE SPOKEN

     
	SEX

 FORMCHECKBOX 
M   FORMCHECKBOX 
F
	BIRTH DATE  (M/D/Y)

     
	AGE

    
	COUNTRY CHILD RESIDES

     

	VACCINES:

	EACH COUNTRY HAS A DIFFERENT REQUIREMENT FOR VACCINES TO ENTER THE U.S.A.  CONTACT THE AMERICAN EMBASSY IN THE COUNTRY OF ORIGIN USEMBASSY.GOV, DIAL THE INTERNATIONAL TELEPHONE NUMBER, AND REQUEST WHICH VACCINES ARE REQUIRED TO OBTAIN A VISA.

	
	
	
	
	
	

	LIST KNOWN ALLERGIES

     
	LIST IDENTIFYING MARKS,

     
	IS IT POSSIBLE THIS CHILD MAY BE PREGNANT?

 FORMCHECKBOX 
YES

 FORMCHECKBOX 
NO

	INDICATE MEDICAL DIAGNOSIS: PRIMARY

     

	INDICATE MEDICAL DIAGNOSIS:  SECONDARY

     

	HOW WAS MEDICAL DIAGNOSIS CONFIRMED?

     

	     

	WHAT ARE CHILD’S CURRENT VITAL SIGNS?

     

	     
	HEIGHT

     
	WEIGHT

     

	LIST PRESCRIPTION MEDICATIONS CHILD IS CURRENTLY TAKEN

     

	DESCRIBE PAST CHILD’S MEDICAL HISTORY AND PAST SURGERIES (EXAMPLE: TB, HEART DISEASE, PULMONARY DISEASE, ANESTHESIA PROBLEMS – GIVE TYPE AND DATES)

     

	     

	     

	DESCRIBE PAST MEDICAL HISTORY OF PARENTS AND SIBLINGS (TYPE AND DATES)

     

	     

	     

	DESCRIBE REASON FOR REQUESTING HTC APPLICATION

     

	     

	DESCRIBE WHAT MEDICAL CARE CAN BE DONE IN CHILD’S COUNTRY?

     

	     

	DESCRIBE WHAT MEDICAL CARE IS LACKING IN THE CHILD’S COUNTRY?

     

	     

	IF SPECIFIC THERAPY IS DONE STATESIDE, WHAT AFTERCARE IS AVAILABLE IN CHILD’S COUNTRY

     

	     

	HAS THIS REFERRAL BEEN SUBMITTED TO SOMEONE ELSE?


 FORMCHECKBOX 
YES
 FORMCHECKBOX 
NO
	IF SO, WHO?

     

	     
DATE COMPLETED


PHYSICIAN SIGNATURE COMPLETING FORM

PRINT NAME OF PHYSICIAN COMPLETING FORM

PHYSICIAN SPECIALTY
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