MEDICAL INFORMATION FORM

The collection of this data is for the sole purpose of helping the teacher/coach/chaperone in making your child comfortable and safe.  Please fill the form in completely and print legibly.

STUDENT:
_________________________________________
Date of Birth:  ________________

PARENT/GUARDIAN:  __________________________________________

CONTACT NUMBERS:
Home: _____________________   Other:  _______________________
STUDENT’S ONTARIO HEALTH CARD NUMBER:  ___________________________________

MEDICAL CONDITIONS
Please indicate any significant medical conditions, physical limitations, or any other concerns that might affect your child’s full participation in excursion activities. Give details of usual treatment for each of the conditions indicated.










Usual Treatment


Chronic Nosebleed


________________________________________


Diabetes



________________________________________


Digestive Upsets


________________________________________


Fainting Spells


________________________________________


Hemophilia/Bleeding Disorders
_______________________________________


Heart Problems


________________________________________


Migraines        


________________________________________


Rash/Skin Irritation


________________________________________


Seizures



________________________________________


Sleepwalking



________________________________________


Urinary Infection


________________________________________


Other




________________________________________

ALLERGIES

Please list all known allergies to the following:

a)  FOOD

____________________________________________________

b)  MEDICATION
____________________________________________________

c)  ENVIRONMENT:
____________________________________________________

    (bee sting, grass, etc.)
MEDICATION
Does your child/ward take prescribed medication?

YES
________
NO    ________

    If yes, specify:  
_____________________________________________________________________________

Has a doctor prescribed an Epi-Pen for your child?

YES
________
NO    ________

Has a doctor prescribed an inhaler for asthma?

YES
________
NO    ________

DIETARY RESTRICTIONS

Please list any foods your child/ward should not eat for medical, dietary, or religious reasons:

***Should it become necessary for my child to have medical care I hereby give the supervising adult permission to use his/her best judgment in obtaining the best of service for my child.  I also understand that, in the event of such an illness or accident, I will be notified as soon as possible.

PARENT’S/GUARDIAN’S SIGNATURE:  ___________________________________   Date:  _____________________
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