A+ Day School 

Pre-School, Kindergarten, School Age

Medical & Social History Information

 

 

Child Name________________________________________

Date: _________________

Medical Background

 

Doctor Information

 

Name___________________________________________Phone#_____________________

 

Address__________________________________________________________

 

City____________________________________State_____Zip_____________

 

 

Has your child had or currently have a serious illness, if so please describe below.

 

 

 

 

Has your child been hospitalized in the last 12 month's, if yes please describe below.

 

 

 

 

 

 

Does your child have any medication prescribed for long term use, if yes please give name below.

 

 

 

 

 

Does your child have allergic reactions to any medications, foods, insect bits, plants etc., if so please name below.

 

General Personality/Social Information

 

Has your child been tested for any of the following? Please Circle

Vision impairment, hearing impairment, speech impairment, learning disability

 

 

 

Does your child have any special fears, if yes please describe below.

 

 

 

 

 

 

 

Does your child take a nap throughout the day, if yes please indicate times and length below.

 

 

 

 

 

 

 

Does your child have any security items, if yes please name below.

 

 

 

 

 

 

 

Does your child have any favorite books, friends, games etc., if yes please name below.

 

 

 

 

 

 

 

What does your child say when wishing to use the toilet?
 

