***ALL STUDENTS MUST HAVE A WELL VISIT BEFORE THE FIRST DAY OF SCHOOL***
Return form and immunization record to School Office
ST. ANDREW’S EPISCOPAL SCHOOL

HEALTH FORM

2021-2022
TO BE COMPLETED BY PARENT OR GUARDIAN:

__________________________________________________________________________  _______________  ________

                                 Child’s Name                                                                                                      Birth Date          Grade

1.  Are there any physical limitations or dietary restrictions of which the school should be aware? ____________. If yes, 

     please explain: ____________________________________________________________________________________

     ________________________________________________________________________________________________

2.  Is your child on any regular medications? _________. If yes, please list: ______________________________________

    _________________________________________________________________________________________________

3.  Does your child have any problems with hearing or vision, which might require special classroom consideration?    

      ___________.  If yes, please specify: _________________________________________________________________

     Does your child wear glasses? _________.

4.  Was your child adopted? _________.  If yes, has your child been told? _________.

5.  Have there been any major changes or family difficulties recently of which the teacher should be aware? _________.  

     If yes, please explain: ______________________________________________________________________________

     ________________________________________________________________________________________________

----------------------------------------------------------------------------------------------------------------------------------------------------

 TO BE COMPLETED BY PHYSICIAN:

The child named on this form is in good general health and has no restrictions on physical activity other than those noted below:

PHYSICAL RESTRICTIONS: _________________________________________________________________________

___________________________________________________________________________________________________

I further certify that this child has received all required immunizations to date.

______________________________________________                 _______________________

                   Signature of Physician                                                                          Date

NOTE: St. Andrew's Episcopal School must have a current immunization record on file for all students.
PLEASE ATTACH

