Christian Heritage Academy

1100 East 42nd Street, Brooklyn, NY 11210
Phone: (718) 377-5682 Fax: (718) 338-9870
E-mail: cha@chc-inc.net Website: www.chc-inc.net

“Every Student A Scholar”

STUDENT MEDICAL WAIVER

SCHOOL YEAR:
STUDENT NAME: DATE OF BIRTH: I
ADDRESS:
CITY: STATE: ZIP CODE:
HOME PHONE: - - AGE OF STUDENT:
IN CASE OF EMERGENCY NOTIFY:
NAME: RELATIONSHIP:
ADDRESS:
CITY: STATE: ZIP CODE:
HOME PHONE: - - BUSINESS PHONE: - -
CELL PHONE: - - BEEPER: - -

OTHER INFORMATION:

HEALTH HISTORY:

STUDENT HAS OR IS SUBJECT TO (CHECK ALL THAT APPLY):

___ASTHMA ___ CONVULSION ___ DIABETES
___ HEART TROUBLE __ SWIMMING/SPORTS RESTRICTION

___ ALLERGY/REACTION TO ANY MEDICATION ___ SPECIAL FOODS OR DIETS
___OTHER

___ NONE OF THE ABOVE APPLY

"All your children shall be taught by the Lord and great shall be the peace of your children." Isaiah 54:13



STUDENT HAS DIFFICULTY WITH (CHECK ALL THAT APPLY):

___EYES ___EARS ___NOSE ___THROAT  ___ LUNGS
___DIGESTION SLEEP WALKING ___ HEADACHES
___TETANUS TOXOID DATE OF LAST INNOCULATION: /

ANY CONDITION REQUIRING REGULAR MEDICATION:

ANY RESTRICTION ON ACTIVITY FOR MEDICAL REASONS:

PARENT AUTHORIZATION:

THIS HEALTH HISTORY IS CORRECT TO THE BEST OF MY KNOWLEDGE, AND THE PERSON
HEREIN DESCRIBED HAS PERMISSION TO ENGAGE IN ALL ACTIVITIES, EXCEPT AS NOTED
BY ME. IN THE EVENT | CANNOT BE REACHED IN AN EMERGENCY, | HEREBY GIVE
PERMISSION TO THE PHYSICIAN, SELECTED BY THE ADULT LEADER IN CHARGE, TO
HOSPITALIZE, SECURE PROPER ANESTHESIA, OR ORDER INJECTION OR SURGERY FOR MY
CHILD. THE SCHOOL ASSUMES NO RESPONSIBILITY FOR DEBTS INCURRED AS A RESULT

OF ACTION TAKEN IN AN EMERGENCY.

/ /

Parent or Guardian Signature Relationship

NOTARY PUBLIC REQUIRED:

Sworn to me this

day of :

NOTARY PUBLIC

Date Signed



