
INTERIM HEALTH FORM   
MRN_________________________

Our office is asked to complete forms for sports participation, camp, school, daycare, driver’s permits, working papers, etc. 
for our patients.  We are happy to do so if your child has had a well visit in the last year.  If it has been more than six weeks 
since the physical exam, however, we ask that this questionnaire be completed by the patient (if 18 years of age or older) or 
the parent.  Thank you for your cooperation. 

Today’s Date:   ____________________________________________   Contact Phone Number: ___________________________________ 

Patient Name:  ___________________________________________________________________ Date of Birth:  ______________________ 

Type of Form:  ____________________________________________________________________________________ (school, sports, etc.) 

Since the patient’s most recent physical exam on ___________________with ________________________has he or she had: 
(check  yes or  no)

1. An injury resulting in an emergency room, urgent care or office visit?         yes         no

If yes, please explain: _________________________________________________________________________________________________

______________________________________________________________________________________________________________________

2. A concussion, seizure, fainting spell or loss of consciousness?         yes         no   

If yes, please explain: _________________________________________________________________________________________________

______________________________________________________________________________________________________________________

3. Chest pain, recurring shortness of breath or sensation of a racing heart?         yes         no

If yes, please explain: _________________________________________________________________________________________________

______________________________________________________________________________________________________________________

4. Persistent bone, muscle or joint pain/swelling?         yes         no  

If yes, please explain: _________________________________________________________________________________________________

______________________________________________________________________________________________________________________

5. Weight loss, poor appetite or nutritional problems?         yes         no  

If yes, please explain: _________________________________________________________________________________________________

______________________________________________________________________________________________________________________

6. A surgical procedure and/or significant illness?         yes         no  

If yes, please explain: _________________________________________________________________________________________________

______________________________________________________________________________________________________________________

7. Any new family history of concern?         yes         no  

If yes, please explain: _________________________________________________________________________________________________

______________________________________________________________________________________________________________________

8 Any other health issues that are pertinent?         yes         no 

If yes, please explain: _________________________________________________________________________________________________

______________________________________________________________________________________________________________________

9. Any additional immunizations?         yes         no  

If yes, please explain: _________________________________________________________________________________________________

______________________________________________________________________________________________________________________
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10. Only one kidney/testicle?         yes         no  

If yes, please explain: _________________________________________________________________________________________________

______________________________________________________________________________________________________________________ 

11. Poor vision in one or both eyes?         yes         no  

If yes, please explain: _________________________________________________________________________________________________

______________________________________________________________________________________________________________________ 

12. New allergies or allergic reactions?         yes         no  

If yes, please explain: _________________________________________________________________________________________________

______________________________________________________________________________________________________________________

If the patient has asthma, has he or she experienced any of the following since the last physical exam?   
(please check all that apply)

  exercise related cough           shortness of breath         nighttime cough         wheezing attacks    

  need for bronchodilator (e.g., albuterol) every week

If so, please explain: __________________________________________________________________________________________________

______________________________________________________________________________________________________________________

Please list all medications the patient is taking regularly (including oral, topical, inhalers, nasal sprays and over the counter):

_________________________________________________________            _________________________________________________________

_________________________________________________________            _________________________________________________________

_________________________________________________________            _________________________________________________________

_________________________________________________________            _________________________________________________________

_________________________________________________________            _________________________________________________________

Tuberculosis Assessment:

Was your child born in the United States, Canada, Western or Northern Europe, Australia, or New Zealand?       yes       no  

Has your child ever had a positive tuberculosis or TB test in the past?       yes       no  If yes, when: ________________________

Has a family member or contact had tuberculosis disease?       yes       no  If yes, when: __________________________________

Has a family member had a positive tuberculin skin test or IGRA (tuberculosis blood test) result?        yes       no   

If yes, when: _______________________________________________

Has your child traveled to a high-risk country for more than one month?       yes       no   

 If yes, when and when: ________________________________________________________________________________________________

I have completed this form to the best of my knowledge and believe the above answers are correct.

Signature: _________________________________________________________________________  Date: _____________________________


