Child Health Assessment
Name of Child Birthday

Check all that apply:

Does your child have any known allergies or sensitivities to:

If yes please list:

Medications

Foods

Other

llinesses or Medical conditions:

Does your child have any of the following:

Asthma Visual impairment

Diabetes Developmental delays

Seizures Physical impairment

Heart problems Behavioral or Emotionql problems
Hearing impairment Other

List any additional health information or special instructions you feel we need to be aware of :

List any regular medications yo'ur child takes:

Narne of child’s medical provider:

Parent /guardian signature Date:

Days your child will be in the center:

Monday Tuesday Wednesday Thursday Friday

Hours in the center:
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