DAILY VACATION BIBLE SCHOOL

OLIVET PRESBYTERIAN CHURCH

Health Record to be completed by parent/guardian.

_______________________________________________

___/___/___              M___ F___


Last Name


First Name

Birth Date
       Gender

Home address:  _________________________________________
Phone (home)______________

Parent/Guardian:________________________________________
Phone (cell)________________

Place of Employment:  Father (Guardian)______________________
Phone (work)_______________



         Mother (Guardian)_____________________
Phone (work)_______________

In case of emergency, notify:

1. ____________________________________________
Phone (daytime)____________

2. ____________________________________________
Phone (daytime)____________

Important:  Has this child been exposed to any communicable disease during the three weeks prior to Daily

Vacation Bible School?   Yes____   No___  (If yes, state type of exposure__________________________)

HEALTH HISTORY:  (Check box if child has had afflictions, give appropriate dates)









Allergies

___  Rheumatic Fever  _______________________

___  Hay Fever _______________________

___  Seizures  ______________________________

___  Poison Ivy, etc.___________________

___  Diabetes  _____________________________

___  Insect Stings _____________________

___ Asthma ______________________________

___  Penicillin________________________

___ Chicken Pox ___________________________

___ Other Drugs______________________








___ Food ___________________________

Other Past Illnesses____________________________________________________________________________

Operations or Serious Injuries (Dates)______________________________________________________________

Hospitalization (Dates) __________________________________________________________________________

Chronic or recurring illnesses_____________________________________________________________________

Conditions that require activity to be restricted?_______________________________________________________

Permission for all program activities unless otherwise noted by Dr. _______________________________________

Appliance worn (glasses, contacts, etc.)____________________________________________________________

Medication taken______________________________________________________________________________

Suggestions from Parent/Guardian________________________________________________________________

