
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Medical	
  Information	
  Form	
  	
  	
   	
  

Child	
  Name:________________________________	
  	
   Date	
  of	
  Birth	
  :mm/dd/year	
  ___________________	
  

Parent/Legal	
  Guardian’s	
  Name:_______________________________________________________________________	
  

Address:__________________________________________________________________________________________	
  

Phone	
  #’s:	
  Home:	
  (____)_____________________________________________________________________________	
  

Work:	
  (____)______________________________________________________________________________________	
  

Cell:	
  (____)________________________________________________________________________________________	
  

Other:	
  (____)_______________________________________________________________________________________	
  

Child	
  Name	
   List	
  all	
  Known	
  Medical	
  Conditions,	
  Including	
  Food	
  Allergies,	
  Drug	
  Allergies	
  and/or	
  Physical	
  
Injuries.	
  	
  In	
  addition,	
  Include	
  Any	
  and	
  All	
  Over	
  The	
  Counter	
  and/or	
  Prescription	
  drugs	
  Taken	
  
Regularly.	
  

	
   	
  
	
   	
  
	
   	
  
	
   	
  
	
  
In	
  an	
  emergency,	
  please	
  contact:_______________________________________________________________________	
  

Relationship	
  to	
  child	
  :_______________________________________________________________________	
  

Phone	
  #’s:	
  (____)_____________________________________________________________________________	
  

	
   	
  	
  	
  	
  	
  (____)_____________________________________________________________________________	
  

Or	
  contact:_________________________________________________________________________________________	
  

Relationship	
  to	
  child:_________________________________________________________________________	
  

Phone	
  #’s:	
  (____)_____________________________________________________________________________	
  

	
   	
  	
  	
  	
  	
  (____)_____________________________________________________________________________	
  

Physician’s	
  Name:___________________________________________________________________________________	
  

Address:__________________________________________________________________________________________	
  

Phone	
  #:__________________________________________________________________________________________	
  

	
  

Dentist’s	
  Name:____________________________________________________________________________________	
  

Address:__________________________________________________________________________________________	
  

Phone	
  #:__________________________________________________________________________________________	
  


