Medical Information
(Please fill out a form for each child)
 Childs Name______________________________________________________

Child’s Physician__________________________  Insurance Company____________________________

Is your child immunized ___ yes  ___no
Please list all food allergies_______________________________________________________________
Please list all non-food allergies___________________________________________________________
Please list all medication ________________________________________________________________
Allergies to medication __________________________________________________________________


Is your child?
Diabetic	
Hypoglycemic
HIV Positive
ADD or ADHD
Autistic
Asthmatic


Signature: ____________________________________  Date: _______________________________
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