MEDICAL INFORMATION

CHILD'S NAME______________________________________________________________

FAMILY PHYSICIAN'S NAME____________________________ PHONE______________

NAME OF PRIMARY INSURANCE POLICY______________________________________

POLICY #_____________________________________________________________________

DATE OF TETANUS SHOT_____________________________________________________

IS CHILD ALLERGIC TO TETANUS BOOSTER?_________________________________

IS PRESCHOOLER ON ANY DAILY MEDICATIONS? ____________YES__________NO

IF "YES", NAME OF MEDICATION AND DOSAGE:_______________________________

Has preschooler had:

Chicken pox


Yes___ No____

Fainting spells


Yes___ No____

Asthma


Yes___ No____

Heart Trouble
Yes___ No____
PLEASE NOTE

Seizures
Yes___ No____
Preschool volunteers WILL

Diabetes
Yes___ No____
NOT administer ANY MEDICATION

Up to date on required shots
Yes___ No____

Allergies to food or medicine?
Yes___ No____

Specify____________________________

_________________________________________

Any other allergies

Yes___ No____

Specify____________________________

_________________________________________

Chronic Medical Problems (please describe)

_________________________________________

_________________________________________

_________________________________________

IN CONSIDERATION FOR YOUR AGREEING TO ACCEPT THE ABOVE-NAMED INDIVIDUAL AS A CHILD CARE PARTICIPANT, I HEREBY GIVE MY AUTHORITY AND CONSENT TO MEDICAL AND SURGICAL TREATMENT AS MAY BE NEEDED IN THE JUDGMENT OF THE TREATING PHYSICIAN, FOR MY CHILD BY A PHYSICIAN CHOSEN BY THE FIRST AID COORDINATOR OF THE SOUTHERN BAPTIST CONVENTION.  I FURTHER RELINQUISH ALL CLAIMS AGAINST, AND WILL NOT HOLD LIABLE THE COORDINATORS, TEACHERS , OR ANY INTERESTED PARTIES, INCLUDING THE PRESCHOOL CENTER, FOR ANY ACCIDENTS OR OBTAINING MEDICAL TREATMENT FOR MY CHILD.

____________________________________________________________________________

Signature of Parent or Guardian





Date

