MALDEN PUBLIC SCHOOLS

EARLY LEARNING CENTER

INFORMATION SHEET

Child’s Name ___________________________________________________________

Child’s Date of Birth: _______________       Child’s Nickname: _________________

Address: ___________________________       Telephone: _______________________

Mother’s Name: _________________________________

Father’s Name: __________________________________

Names of Brothers and Sisters and Ages:


____________________________________
______


____________________________________
______


____________________________________
______

	Significant health problems of child – past and present: ___________________________

Does child take medication?  YES___   NO___

Please list name and dose of any medication(s) child is taking at home and at school.  ________________________________________________________________________

Does child have any allergies to certain foods, insect stings, or medication?  Please list: ______________________________________________________________________

What is the allergic reaction? ______________________________________________

Is medication (e.g., Benadryl) necessary for stings and for eating, touching or breathing food (s)he is allergic to?  Please name medication: _____________________________

Is an EPI-PEN needed?  YES___   NO___

Are there any foods you would prefer your child not to eat in school? ______________

______________________________________________________________________




