Fair Grove UMC
Weekday Children’s Ministries

Health Form

Child’s Name________________________    DOB:___________

Parent/Guardians_______________________________________

Address:______________________________________________
Home Phones:______________   Cell Phones:________________

Work Phones:__________________________________________      

Child’s Physician: ______________________________________

Address of Physician:___________________________________

Phone Number:________________________________________

Hospital Preference:____________________________________

Is your child in good overall health?   Yes_____       No______

Please list child’s allergies (including foods):

__________________________________________________________________________________________________________________________________________________________________
Should your child’s activities be limited for any reason?  _____

If yes, please explain: ____________________________________________________________________________________________________________

Does your child have any social or emotional concerns that we should be aware of? _____

If yes, please explain:

____________________________________________________________________________________________________________
Emergency contacts should the parents/guardians be unavailable:

Name:______________________  Relationship:_____________
Home Phone:_______________  Cell or Work Phone:__________

Name:______________________  Relationship:_____________
Home Phone:_______________  Cell or Work Phone:__________

Name:______________________  Relationship:_____________
Home Phone:_______________  Cell or Work Phone:__________

