
Student Medical Information

Name: 

Family Doctor:  Doctor Phone: 

Check any conditions that your child may have:
 Rheumatic Fever  Heart Disease  Blood Disease
 Diabetes  Kidney Disease  Convulsions
 Vision Problems  Contact Lenses  Hearing Problems

Please list any allergies below with your child's reaction to the allergen and any preferred 
treatment:

Allergy: Reaction: 

Treatment:

Allergy: Reaction: 

Treatment:

Allergy: Reaction: 

Treatment:

Allergy: Reaction: 

Treatment:

Please provide any information not included above which you think we should know about your child's physical, 
mental, or emotional health which might play into his/her school performance or require special consideration:

Date Updated: 
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