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STATEMENT OF SCHOOL-AGE HEALTH STATUS

I, ___________________________________, parent or guardian of _____________________________ certify that he/she is free of communicable disease.  
[bookmark: _GoBack]Please list any allergies, medications, and/or acute or chronic conditions that your child’s teacher should be aware of __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I formally authorize any personnel employed by Formative Years to secure emergency care as needed for my child under their supervision.  
Hospital Preference: ____________________________________________________________________
Physician: ________________________________ Address:_____________________________________
Phone Number: ___________________________________________
Dental Preference: ________________________ Address: _____________________________________
Phone Number : __________________________________________
Parent/Gaurdian Signature: ______________________________________________________________
Date: _________________________
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