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Medical Information Survey 
 

Name:  _______________ (student/sibling/parent) Birth date:  
____/____/___ 
 

Mother’s Name:  ________________  Father’s Name:  
______________ 
 

Address:  
________________________________________Zip__________ 
 

Home Phone: (_____)_____________  Cell Phone:  
(____)___________ 
 

Allergies:  
____________________________________________________ 
 

Medical Conditions:  
___________________________________________ 
 

_______________________________________________________
______ 
 

Doctor’s name:  _______________________   Phone:  
(____)_________ 
 

Emergency Contact:  ____________________ Phone:  
(____)_________ 
 

Relationship:  
_________________________________________________ 
 

Custodial Instructions:  
_________________________________________ 
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