

	Room Teacher: 
	StJdents Name: 
	Grade: 
	ParentGuanian Name: 
	Relationship: 
	Cell: 
	Work: 
	Language spoken at home: 
	Contact 1 Name: 
	Contact 2 Name: 
	Contact 3 Name: 
	Students Name: 
	Address: 
	Phone Number: 
	Room: 
	IMPAIRMENTS to which a physician should be alerted 1: 
	IMPAIRMENTS to which a physician should be alerted 2: 
	IMPAIRMENTS to which a physician should be alerted 3: 
	Phone: 
	Diabetes: Off
	Asthma: Off
	Bee Sting Allergy: Off
	Seizures: Off
	other: 
	other, con't: 
	Other child/sibling at CIS: 
	Relationship to student: 
	Phone  #: 
	Phone #: 
	Date: 
	Signature of parent/guardian: 
	Home #: 
	Male: Off
	Female: Off
	Room #: 
	FoodMedication: 
	food/medicine con't: 
	date: 
	month: 
	year: 
	please specify: 
	Mother: Off
	Father: Off
	Guardian: Off
	Other: Off
	checkbox: Off
	School name: 
	best contact #: 
	alternate phone #: 
	Other parent's #: 
	Family Physician name: 
	Physician address: 
	Parent signature: 
	Date form signed: 
	Address if different from home above: 
	Home Address: 


