Chiid’s name Teacher Grade

Height Weight

1 Did your child attend this school last year? Yes No

“ State any serious illness, injuries, operations or hospitalizations

3 State any change in your child’s health status in the past year:

4 Is your child presently underthe care of a physician and/or therapist? Yes No

ny of the following whickr your child 1s subject to:
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Asthma : Allergy

Reaction to bee sting (please describe) ' .
Fainting : | Seizures -

Heart Condition

Frequent trips to the bathroom

____Vision Problems wearing glasses? Yes  No

___ Hearing problem + Hearing aids? Yes  No
Speech problem
State any need for special seating in the classroom:

State any medication your child may take on a daily basis:

6
7. State any physical education restriction your child may require:
8
9

y: The administration

nformation with your child(ren)’s teachers.

Parent Signzture - Date




