



Medical Information 








Child’s Name:							Date of Birth:			





Child’s Doctor’s Name:									


Address:				City:			State:		Zip:		


Phone:					





Child’s Dentist’s Name:									


Address:				City:			State:		Zip:		


Phone:					





A copy of last physical or statement of health for participation in activities is attached – (initial) _________





A copy of current immunization dates is attached – (initial) ____________________





Please answer the following questions by circling the appropriate response in each case:


1.   Do we have permission to administer minor first aide to your child if necessary?


					YES			NO


2.   Do we have permission to seek medical attention for your child in case of emergency?


YES			NO


Do we have permission to have you child transported to a hospital in the case of an


emergency?			YES			NO





Allergies: (please list all known and describe reaction and management of reaction)


Medication allergy:										


Food allergy:											


Other allergies (please include insect stings, asthma, animals, etc.) or any special medical problems we should be aware of:																	         	





Any specific activities that should be restricted?							


												





Any specific developmental needs or general temperament issues that we should be aware of? 


______________________________________________________________________________





Medications Being Taken: (Please list all medications, including non-prescription drugs, taken routinely.  Bring enough medication to last the entire week.  Keep it in the original package/bottle that identifies the prescribing physician, the name of the medication, dosage, and frequency of administration.)


(  This child does not take any medications that need to be administered during this program.


(  This child takes medication as follows:


Medication #1:					Dosage:	Specific Time Taken:		


   Reason for taking:										


Medication #2:					Dosage:	Specific Time Taken:		


   Reason for taking:										





Parent/Guardian Authorization: This health history medical information is correct and complete to the best of my knowledge, and the child listed on this form has permission to engage in all center activities, unless otherwise noted.  Also, in the event of an injury or illness, every effort will be made to contact parent or guardian, prior to seeking treatment.  By signing below, I give The Works Family Health and Fitness Center permission to seek emergency treatment in life-threatening situations before contacting me.





Parent/Guardian Signature:						Date:			





Annual update (initial) ___________  Date: ________    (initial)_____________  Date:___________








