
 
 

Health Form 
(Please turn in no later than October 15th) 

 
 

Child’s Name_________________________________________________ 
 
Address_____________________________________________________ 
 
Age________________  Birthdate________________________________ 
 
Any history of allergy?  If so, what? _______________________________ 
 
____________________________________________________________ 
 
IMMUNIZATION RECORD REQUIRED (Please Attach) 
 
ALL IMMUNIZATIONS MUST BE UP TO DATE 
 
Is this child in good health?______________________________________ 
 
Other comments:______________________________________________ 
 
____________________________________________________________ 
 

Medical Provider Signature________________________ 
Name_________________________________________ 
Address _______________________________________ 
Phone  ________________________________________ 
Date__________________________________________ 

 


