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PARENTAL QUESTIONNAIRE

_______________________________________________      
Male (       ) Female (     )

Student Name (Last, First, Middle Initial)        (Please Print)
Account Number _____________   
Parent email ___________________________________________
Street__________________________________________
Phone___________________
Town__________________________________________
Zip_____________________

School Currently Attending___________________________________________ Grade __​_

IN THE EVENT OF AN EMERGENCY, PLEASE CONTACT:

MOTHER/GUARDIAN (print)



FATHER/OTHER (print)
Name_______________________________


_________________________________

Address_____________________________


_________________________________

____________________________________

_________________________________

Phone:  Day (____)____________________


(_____)___________________________

             Night (____)___________________


(_____)___________________________

             Cell (____)____________________


(_____)___________________________

             Email Address:____________________________
_________________________________________
FAMILY PHYSICIAN _______________________________________Phone (____) _____________
EMERGENCY CONTACT PERSON: Record the name of a person who would assume temporary care of your child in the event you cannot be reached:

Name ______________________________________________________Phone (____) _____________
ALLERGIES (medication, food, other)

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
RESTRICTIONS (check if either of the following restrictions apply)

( Dietary  ( Activity (in need of assistive devices or transportation to classes/around campus)?

Please Explain: 

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
*** Please provide proof of immunization or attach updated physical exam when submitting this Parental Questionnaire form.

Signature(s) ____________________________________________________   Date__________________
Printed Name (s) __________________________________________________
N.B. Please be advised that any medical information you provide will be disclosed only to those people who have a need to know in order to provide for the safety of your child.  You have the right to request restrictions on the disclosure of your child’s medical information.  While we will consider your request, we are not required to accept it. 
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