HEALTH CARE SUMMARY
MUST BE COMPLETED BY HEALTH CARE SOURCE
Date of Enrollment:  _________________
NAME OF CHILD  ___________________________________________	Birth Date ______________
ADDRESS  __________________________________________________	Telephone  _____________
PARENT(S) OR GUARDIAN  ___________________________________________________________________
Date of last physical examination  ____________	How long have you been seeing this child?  ________________
How frequently do you see this child when he/she is not ill?  _____________________________________________
Does this child have any allergies (including allergies to medications)?  _____________________________________
Is a modified diet necessary?  _____________________________________________________________________
Is any condition present that might result in an emergency?  _____________________________________________
____________________________________________________________________________________________
What is the status of the child’s. . .	Vision  __________________________________________________
Hearing  _________________________________________________
Speech  __________________________________________________
Please list below the important health problems
	
	Followed
	Followed By Other
	Requires Special

	Important Health Problems
	_By You__
	Med Source (Name)
	Attention at Center


____________________________________________________________________________________________
____________________________________________________________________________________________
Other information helpful to the child care program ______________________________________________
____________________________________________________________________________________________
Phone  _______________________
Signature of Health Source  ______________________________________________ Date  _______________
Address ____________________________________________________________________________________
(parents complete the back page)
EMERGENCY CARE

(approved pick-ups & emergency contacts will be filled out on Brightwheel - teachers have access to)
[bookmark: _GoBack]Contact Doctor:	YES		NO		     Rescue Squad:	YES	     NO		
Preferred Hospital											
 Insurance												

I HEREBY GRANT PERMISSION FOR THE STAFF TO TAKE STEPS NECESSARY TO OBTAIN EMERGENCY CARE FOR MY CHILD.
These steps would include the following:
1. Attempt to contact a parent
2. Attempt to contact parent through any of the persons listed on the child’s emergency card on file.
3. Attempt to contact the child’s physician (or dentist if injury related)
4. If we cannot contact a parent or the child’s physician we will do any or all of the following:
a. Call Urgent Care or Family Practice in Willmar
b. Call an ambulance
c. Have the child taken to Emergency at Rice Hospital or Urgent Care in Willmar
5. Any expenses incurred under #4 above will be borne by the child’s family.
6. The school will not be responsible for anything that may happen as a result of false information given at the time of enrollment or on subsequent papers, or by a change in information that is not reported to the school.

Signed: 								Date			
Signed: 								Date			

