MEDICAL HISTORY FORM

1. Does your child have any allergies to food or medications?  __________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________
2. Please give a brief medical history of your child.
_______________________________________________________________________________________________________________________________________________________________________________________
3. Date of your child’s last Tetanus Shot: ___________________________

4. List any medications your child is on.

_______________________________________________________________________________________________________________________________________________________________________________________
5. List any previous surgeries, injuries, or conditions your child has had.

Surgery ________________________________Date:________________
Injuries ________________________________Date: ________________
Conditions _____________________________Date:_________________
I hereby give my permission to give my child fever/pain medication as needed. 
Yes_______ No________

Parent’s signature ______________________________________________
