AST Health Form

Applicant: Grade: Date:

1. Does your child have allergies?

Yes __ (please explain) No__

Asthma Pollen

Insects

Food

Describe Reaction:

(for example: nuts, shellfish, dairy, wheat, etc.)

Treatment/Medication required:

2. Are there any concerns regarding:  Vision
Hearing

Speech

Does your child wear eyeglasses?

3. Has your child ever been hospitalized or had surgery?

4. Has your child ever been diagnosed with a
learning challenge or disability?

Yes No
Yes No

Yes___ (please explain) No

Yes No

Yes___ (please explain)  No

Yes __ (please describe) No__




5. Are there any health or physical reasons why your child would not be able to participate in classroom or school
activities at his/her developmental age level? (We care about your child: failure to disclose this information may
result in immediate termination of enrollment without refund.)

6. Does your child take any medication regularly? Yes ___ (please explain) No___

7. Emergency Contact Names and phone numbers (please provide two):

8. Have you provided a copy of your child’s immunizations and vaccinations?
Yes_ No___ (Ifno, please submit to the Administration as soon as possible to complete your application.)

Parent Signature: Date:

Administrative Notes




