Associazione Culturale Aurora

Student’s Medical Form - Confidential

Student’s name: __________________________________________________________
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School:  _________________________________________________________________
Class: ___________________________________________________________________

Date of Birth:_____________________________________________________________

Home Address: ___________________________________________________________

________________________________________________________________________

Emergency Contact:

Name of parent/guardian: __________________________________________________ 

Relationship:_____________________________________________________________

Phone numbers (H) _________________ (W) ________________ (M) _______________
Medical History: 
Please indicate any medical information, which should be known: __________________

________________________________________________________________________

________________________________________________________________________

Is your child on any medication? _____________________________________________

Please circle either yes or no to indicate if your daughter/son suffers from any of the following:
Asthma:     Yes  /  No 
Allergies:   Yes  /  No
Diabetes:   Yes  /  No 
Epilepsy:    Yes  /  No 

Any serious injuries/illness in the last 12 months: Yes / No
Medicare No: ________________________ Valid to: _____________________________

Doctor’s Name: _______________________
Telephone: __________________________
I declare that the information which I have provided on this form is complete and correct and that I will notify the school if any changes occur. 
Parent‘s Signature: __________________________     Date: ______________________
