BIHE 3
My Health Record

(Family) (Given)
Name

(Day) / (Month) / (Year)
DOB Age
Sex Blood type

Medicine currently taking

Drug allergies

Food allergies

-asthma ([Yes LINo LlIn the past)

- heart disease ([Yes [INo LlIn the past)

- epilepsy ([IYes [INo LIn the past)

- hepatitis (LJYes (Type: ) [INo UIn the past)
- diabetes ([JYes (Type: ) [INo LlIn the past)
- nephritis  (L1Yes [ INo [JIn the past)

- appendectomy ([IYes [INo UIn the past)

Medical history

- other health concerns

AUTHORIZATION FOR TREATMENT

L, , being the parent or legal guardian

of , give my consent for both emergency and

routine medical and surgical treatment of this individual should his/her condition so require it, per
the judgment of a health provider.

| impose no specific limitation or prohibitions regarding treatment as long as the treatment
considered necessary to the situation is in accordance with generally accepted standards of medical

practice for the particular type of injury or illness involved.

Date:

Signature of parent/quardian:

Relationship to the individual:

Address:

Telephone: +81-
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considered necessary to the situation is in accordance with generally accepted standards of medical

practice for the particular type of injury or illness involved.
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