My name is _________________________

The date is ______________________

My class is ___-___

	hurt(s)
	

	eye
	My eye hurts.

	ear
	My ear hurts.

	leg
	My leg hurts.

	cut
	I have a cut on my finger.

	finger
	I have a cut on my finger.


	ache
	

	tooth
	I have a toothache.

	stomach
	I have a stomachache.

	head
	I have a headache.


	special
	

	fever
	I have a fever.

	cold
	I have a cold.

	nose
	My nose is running.

	sick
	I’m sick.


