University of Wisconsin Oshkosh Children’s Center
 Summer Adventure Program
Health Information Enrollment Questionnaire

Student’s Name:____________________________________________________________
                           Last                                First                                  Middle
Student’s Birth Date:____-____-____   Grade: (Fall current year)______
[bookmark: _GoBack]School:_________________________________________
Parent/Guardian Name:______________________________________________________
Home Phone:_______________ Cell:_________________ Email:_____________________
Student Address:___________________________________________________________
Does your child have any of the following health conditions?
___ NO PHYSICAL DISABILITY AT THIS TIME
___ Activity Restrictions:_____________________________________________________
___ Serious Allergies: ___ Bee Stings ___Food Milk ___Sunscreen ___Food/Milk ___Other
___Asthma: ___Inhaler ___Nebulizer
___ Bone/Muscle Problems
___ Chronic Bladder/Kidney Problems ___ Chronic Eye Problems ___Chronic Heart Problems
___ Diabetes
___Ear Problems: ___ Infections ___ Hearing Aids ___ Tubes
___ Epilepsy/Seizures
___ Health Equipment
___ Medications: Name of medication:____________________________________
      Taken at School:___________ Taken at Home:____________ 
___ Other Health Concerns:___________________________________________________
Preferred Hospital:____________________________________ Phone:________________
Other Information you feel would be helpful for us to know:_________________________
_________________________________________________________________________

Parent Guardian Signature:________________________________Date:_______________
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