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Medical Information

COLORADO SPRINGS CHARTER ACADEMY


Student Name:







DOB 






Is your child currently taking medications?   

Yes    

No     (if yes, please list)


Medication




  
Reason for Medication






                 Dosage




  
Time(s) of day taken 







Medication




           
Reason for Medication







                 Dosage




  
Time(s) of day taken 




 


Allergies/sensitivities that we should be aware of?                      No                           Yes  
(if yes, please explain)  

Allergy Treatment (if applicable)


Other health issues or medical conditions that we need to be aware of?                     No                           Yes  


Activity/dietary restrictions? 
                  No                           Yes  
(if yes, please explain)  


Hospitalizations or surgeries?                    No                           Yes  
(if yes, please explain)  

Does your child have any of the following? (check all that apply)

               Asthma
                             Eating concerns                              Heart conditions                         Vision problems

               Ear problems                         Hearing loss                                    Seizures
                          Diabetes

               Headaches                             Speech problems                           Emotional problems                     Bowel/Bladder

               Other (please explain) 








Student’s Physician 





           Physicians phone 





Parent /Guardian Signature




     
Date

Please include current immunization records with registration.

 





 





 





 





 





 

















 





 





 





 











 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 








