               Little Scholars Learning Academy 
                            Health History
_____________________________________________________________________________________________________



Child’s Name





Date of Birth (MM/DD/YR)
_____________________________________________________________________________________________________


Address






Home Phone
_____________________________________________________________________________________________________


Health Card Name and Number
_____________________________________________________________________________________________________


Mother’s Name





E-mail
_____________________________________________________________________________________________________


Home Address





Home Phone


Cell Phone
_____________________________________________________________________________________________________


Work Address





Work Phone



_____________________________________________________________________________________________________


Father’s Name





E-mail
_____________________________________________________________________________________________________


Home Address





Home Phone


Cell Phone
_____________________________________________________________________________________________________


Work Address





Work Phone



_____________________________________________________________________________________________________


Emergency Contact Name




Relationship to Child
_____________________________________________________________________________________________________


Home Address





Home Phone


Cell Phone
_____________________________________________________________________________________________________


Work Address





Work Phone
_____________________________________________________________________________________________________


Child’s Physician





Address



Phone

_________________________________________________________________________________________________________________



Child’s Dentist





Address



Phone

Does your child have any condition that would require special attention, medication, or diet?                Yes                 No 
Allergies:_____________________________________________________________________________________________

Medication:___________________________________________________________________________________________             

If yes, please give details and outline any procedures to follow:___________________________________________________

_____________________________________________________________________________________________________

      ***Please attach a copy of your child’s current immunization records.


Parent/Guardian Signature








Date
