
Medical Profile - Individual Health Plan
School Year/Grade _________- _________

Child’s Name ______________________________________________________

Date of Birth ____________Age ________ Weight/Height ________________

Address ______________________________________________________

Mother/Guardian ______________________________________________________

Home/Work/Cell # (H) ______________ (W) ______________ (C) ______________

Father/Guardian ______________________________________________________

Home/Work/Cell # (H) ______________ (W) ______________ (C) ______________

In case of an emergency, if unable to contact parents, please contact _________________

___________________________________________ Phone # _________________

Relationship to student _____________________________________________________

Race/Ethnicity ___________________________________________________________

Is English spoken in the home? _____________________________________________

Food or Medication Allergies Yes No (Include lactose intolerance)
If yes, please list, describe reaction & how treated

Primary MD/Pediatrician _________________________ Phone#/Fax# ___________
___________

Neurologist/Specialist _________________________Phone#/Fax # ___________
___________

Preferred hospital for emergencies ___________________________________________

Indicate if your child is on a regular, chopped or pureed diet. If tube fed, indicate type of
formula, amount/times to be done at school, including water flush/supplements.
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Does t/
#

to

to doneat

p

u

r

e

e

d

done






