Holy Cross Catholic Community

Health History

PLEASE PRINT

Student’s Name: ____________________________________________________________________________



LAST





FIRST
Birth Date: _______________ Age: __________ Sex ________ Grade _________

Parent / Guardian’s Name: ____________________________________________________________________

Home Address: _______________________________________ City: _____________ Zip Code ___________

Home Phone: _____________ Cell Phone: _____________ Emergency contact: _________________________  

Emergency Phone: ______________________ Relationship to child ___________________________ 

Health History: I hereby state that to the best of my knowledge, my child is in good health.   ___ Yes  ___ No 

If “No” please list any serious medical conditions that we should be aware of: ___________________________

__________________________________________________________________________________________

__________________________________________________________________________________________                                                                  

Please complete the following information regarding your child: 

Allergies: (medications, foods, plants, insects, etc.) ________________________________________________

__________________________________________________________________________________________

Date of last tetanus/diphtheria immunization: ____________________________________________________

Is your child on a medically prescribed diet?      ____Yes    ____ No   if yes, please explain: ________________

____________________________________________________________________________________________________________________________________________________________________________________

Does your child have any physical limitations?          ____Yes     ____ No   if yes, please list: _______________

__________________________________________________________________________________________

__________________________________________________________________________________________

Has your child recently been exposed to any contagious disease or condition, such as mumps or chicken pox?

____No     ____Yes     if yes, please list:______________________________________________________

Emergency Medical Treatment:  In the event of an emergency, I hereby give permission to transport my child to a hospital or emergency care facility for emergency medical or surgical treatment.  I wish to be advised prior to any further treatment by the hospital or doctor.  In the event of an emergency, if you are unable to reach me at the number(s) listed, please contact: 

Name: ___________________________ Relationship: _________________________ Phone: _____________

Family Physician: _________________________________________________Phone: ___________________

Family Health Plan Carrier __________________________________Policy No: ________________________

Preferred Hospital (if time allows) : _______________________________________________________________

I assume all responsibility for the health of my child.

Parent / Guardian Signature: _______________________________________________ Date: ______________





Other Medical Treatment:  In the event it comes to the attention of the supervising adults that my child becomes ill with symptoms such as headache, vomiting, sore throat, fever, diarrhea, I understand that I will be contacted to come and pick him/her up.

Parent / Guardian Signature: _____________________________________________Date: ________________


The information provided on this form is correct to the best of my knowledge.  I understand that in signing this

document I authorize verification of this information through communication with any person or organization named herein.  I release from liability any person or organization which provides information as well as the Diocese of Reno and Holy Cross Catholic Community.  Furthermore, in the event of any changes in the above information, I shall provide same in writing to Holy Cross Catholic Community.

Date: _____________________

__________________________________________________________________________________________

Printed Name of Parent  / Guardian 





Signature of Parent / Guardian

PLEASE FILL OUT THE BACK OF THIS FORM





Office use only


RE grade ____


Class Day ____





This form must be filled out completely and turned into office for each child in the program








