
                 

 
 

 
 

 
 

 
 

 

  

 

 

 
       

 

 

 
 
 
 
 
 
 
 
 

   

  

 

  

     

      

   

 

    

      

 
   

   

_______________________________________ 

_______________________________________ 

_______________________________________ 

_______________________________________ 

_______________________________________ 

____________________________________________ 

____________________________________ 

Name of Guardian 

Address 

City, State, Zip Code 

Telephone Number 

E-Mail Address

IN THE FAMILY COURT OF THE FIRST CIRCUIT 

STATE OF HAWAI‘I 

In the Matter of the Guardianship of ) Case No. __________________________ 
) 

____________________________________,) WELL-CHILD EXAMINATION FORM 
(Full Legal Name) ) 

)A Minor, ) Minor's Name:  ___________________
)Born on )________________________________. ) 

WELL-CHILD EXAMINATION FORM 

I, __________________________, certify that I am the primary care physician for 

the above named Minor, and that on _________________ I conducted a well-child 

examination on the above named Minor, with the following results: 

□ No concerns noted.

□ Concerns noted, and recommendations for additional treatment are as follows:

I certify under penalty of perjury the information I provided on this form is true and correct. 

Primary Care Physician Signature Date 

FC Admin 3/14/2024 RG-AC-508 11/2024 WF 1F-P-3078 Well-Child Examination Form 
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