ALLERGY AND LIMITATIONS FORM

Child’s Name:










Date of Birth: 




Is there anything we should know about your child that might affect his/her performance during the Academic Assessment session?

_________________________________________________________________

Provide information on any medical conditions, psychological conditions, behavioral conditions, medications, dietary restrictions, allergies, or special needs that we need to be aware of to ensure that your child’s experience is positive:

_________________________________________________________________



Signature of Parent / Guardian



Date
SHOULD YOU NEED TO LEAVE THE SCHOOL PRIOR TO THE CONCLUSION OF ASSESSMENT
Child’s physician: 








_____     
Phone: 













Address: 














(Street Address)

   (City)
     (State)  (Zip)

Type of Insurance: 










Identification No.: 









In emergencies requiring immediate medical attention, your child will be taken to the nearest hospital emergency room.

By choosing “I agree” you authorize the responsible person at the Harford Friends School to have your child transported to that hospital and gives consent for the hospital and its medical staff to provide emergency medical treatment including anesthesia and to accept financial responsibility for all medical expenses incurred.

(  I agree







Date: 


(  I do not agree





     Date: 


EMERGENCY CONTACT INFORMATION
Guardian #1: 



     Relationship to student:__________

Street Address: 





 Home Phone: 



Cell Phone: 






 Work Phone: 



Authorized to make medical decisions? (Please circle one) YES or
NO

Guardian #2: 



     Relationship to student:__________

Street Address: 





 Home Phone: 


Cell Phone: 



 Work Phone: 
  ________

Authorized to make medical decisions? (Please circle one) YES or
NO

