TRINITY EPISCOPAL

DAY SCHOOL

MEDICAL DECLARATION STATEMENT FOR SCHOOL-AGE CHILD CARE

(AND/OR FOR CHILDREN ENROLLED IN PUBLIC OR PRIVATE SCHOOL)

CHILD’S NAME:

DATE OF BIRTH:

GRADE IN SEPTEMBER:

HEALTH STATEMENT (CHECK ONE)

[]My child is in good health and can participate in the normal activities of the program and has no
conditions or special needs that require special accommodations.

I:] My child can participate in the normal activities of the program but has conditions or special
needs that require special accommodations as indicated below.

SCHOOL-AGE CHILD’S SPECIAL CONDITIONS OR NEEDS REQUIRING SPECIAL ACCOMMODATIONS

Please list any allergies, medical conditions, including chronic health problems (such as asthma,
seizures), behavioral disorders, special needs, etc.

PARENT/GUARDIAN SIGNATURE:

DATE:

00L/10:21.2017




CARE PLAN FOR CHILDREN WITH SPECIAL HEALTH NEEDS
-To be completed by a Health Care Provider-

Today's Date
Child’s Full Name Date of Birth
 Parent's/Guardian's Name Telephone No.
( )
[ Primary Health Care Provider Telephone No.
( )
Specialty Provider Telephone No.
( )
Specialty Provider Telephone N_o.
( )
Diagnosis(es)
Allergies

Medication To Be ‘Schedule/Mose |  Route Reason
Given at Child Care (When and How Much?) (How?) Prescribed Side Effects

List medications given at home:

Describe any needed accommodation(s) the child needs in daily activities and why:

Diet or Feeding:
Classroom Activities:
Naptime/Sleeping:
Tolleting:
Outdoor or Field Trips:
Transportation:
Other:
Additional comments:

CH-15
SEP 08 i Page 1 of 2 Pages.



