[image: image1.png]


SPACE FAMILY EDUCATION INC  (SFEI)

MEDICAL INFORMATION


Child’s Name  ____________________________________       
Please list all known food, plant, drug, substance (e.g. tape, latex) and animal allergies (e.g. domestic animals, insect bites).

_______________________

____________________________

_______________________

____________________________

_______________________

____________________________

_______________________

____________________________

Please list all medications your child is given on a regular basis outside of school hours.

_______________________

____________________________

_______________________

____________________________

_______________________

____________________________

Are there any conditions which your child is currently receiving treatment for, such as diabetes, anemia, bronchitis, etc?  If so, please list along with any previous serious illnesses or hospitalizations.

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

List any chronic medical problems that may be of concern in an emergency or that should be monitored for such as fainting, convulsions, asthma, or other medical conditions.

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

List any conditions that may limit your child’s participation such as hearing, speech, vision difficulties, or physical handicaps.

__________________________________________________________________

__________________________________________________________________
__________________________________________________________________

Please list any special instructions to follow if your child becomes ill (no need to provide emergency contacts as they are already provided on the Contacts Form).

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

Parent’s Signature  ____________________________________             Date _________

Medical information Form -Enrollment packet and updated annually
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