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Child Name: Parent’'s Name:
Birth Date: Start Date: Class:
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Medical History

1. Is your child allergic to anything (include medications, insect, foods)2 No____ Yes__
Specify:
2. Does your child currently receiving medical aftention for any condition, acute or longstanding?
No Yes Specify:
3. Isyour child on any regular medication? No Yes
Specify:
4. Has your child had any significant previous diseases or recurrent illness? No Yes
Diabetes: No Yes Epilepsy: No Yes
Cardiac abnormalities No Yes Regular ear infections No Yes
Frequent nose bleeds No Yes Strep throat (more thanone) No ___Yes
Specify:
5. Does the child have any physical disabilities? No Yes
Specify:
6. Does your child have any emotional difficulties, substantial developmental lags, or learning
difficultiese No Yes
Specify:
7. Does the child have any fears2 No Yes
Specify:

Signature of Parent or Guardian
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