MEDICAL INFORMATION FORM

Child’s Name: _________________________________________________________________________
List any known Allergies: __________________________________________________________________________________________________________________________________________________________________________
List any frequent illnesses or hospitalizations: __________________________________________________________________________________________________________________________________________________________________________
Is your child currently taking any medications?  _______ Yes _______ No
If yes, what medications and why? __________________________________________________________________________________________________________________________________________________________________________
Are there any special medical concerns we need to know about? __________________________________________________________________________________________________________________________________________________________________________
Does your child receive therapeutic services in a developmental center or school?  
_______ Yes _______ No	If yes, please check which services:
_______ Occupational Therapy		_______ Physical Therapy
_______ Speech Therapy		_______ Behavior Therapy
_______ Psychological/Counseling	
Does you child use any of the following for mobility?
_______ Cane	_______ Wheelchair	_______ Adaptive shoes     _______ Walker
Would you child be able to evacuate the building without assistance?  _______ Yes _______ No
Does your child use any of the following for communication purposes? 
_______ Wears glasses 	_______ Wears hearing aid	_______ Lip reads	_______ Sign Language
