HEATH INFORMATION
SCHOOL AGE PROGRAM
Child’s Name ​​​​​​​​​​​​​_________________________________ Birth Date ____________

Parent/Guardian(s)’s Name(s)______________________ Phone(____)__________
Behavior:
How does your children respond to other children?

How would you describe your child’s personality?

How does your child show he/she is sad, upset, frightened, etc?

Does your child have a difficult time of the day?  If so, when?

Illnesses:

Have your child ever had any of the following communicable diseases?

___Measles          ___Chicken Pox          ___Mumps          ___German Measles 

___Whooping Cough    Other (Please Explain) ______________________________

Has your child ever been seriously ill or hospitalized?  If so, explain.

Does your child have any disabilities or limitations?

Does your child have frequent colds, stomach pain, headaches or diarrhea?

Is your child given any medication on a regular basis?  If so, what are they and why are they given?

Does your child have any of the following conditions?  If so, please explain and symptoms that might help us identify the problem.

Asthma ____
_
Symptoms_________________________________________

Diabetes _____
Symptoms_________________________________________

Seizures _____
Symptoms_________________________________________

Other _______
Symptoms_________________________________________

Allergies:
Please list all food, drug, insect or other allergies and explain your child’s symptoms.

Is there any other information that would be helpful for us to know about your child?

The information provided on this form is important to the care of your child. Please fill in as completely and accurately as possible. This form, like all others, is confidential and kept on file at the school.
Parent/Guardian Signature _______________________________________ 
Date ________________________________ 

