
 

Health assessment 
 

 

Child name  

 

Known allergies and/or food sensitivities 

  

  

 

Chronic medical conditions 

  

  

 

Current medications 
A completed medication permission form must be completed for each medication left with the provider 

  

  

  

 

Special or nonroutine daily health care instructions 

 

 
I attest that the information I have provided in this form is accurate and up-to-date. 
 

   

Name  Date 

   

Name  Date 

   

Name  Date 

   

Name  Date 

   

Name  Date 
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