Fair Winds Farm

Health History and Emergency Contact Form

Instructions: Please provide detailed health history information.  A parent or guardian must sign. 

Student Information

Name: _______________________________________________________

Address: ________________________________Phone:_______________
City: _________________________State: ____________Zip:___________

Age: _____Sex:_____ Email: _____________________________________
Parent/Guardian Information

Name:_______________________________________________________

Phone Number: ____________Cell: ____________Email:_____________
Name: _______________________________________________________

Phone Number: ____________Cell: ____________Email:_____________
Physician/Insurance Information

Family Physician Name: ________________________________________

Physician’s Phone Number: _____________________________________
Do you carry family medical/hospital insurance? Yes _______No______
Carrier: ______________________________________________________

Policy Group Number: _________________________________________

Emergency Contact Information

Who do we contact in the event of an emergency?

Name: _______________________________________________________

Phone: _________________________Cell:__________________________

If the above person can not be reached, who should be notified?

Name: __________________________________________

Phone: __________________________Cell:_________________________

Student Health and Medical History

Does the student have any known allergies?

Yes: _____ No: ____Does the allergy cause: Intolerance or Anaphylaxis?
Details: ______________________________________________________
Has the student ever experienced any of the following? 

Please check all that apply.

Asthma______ Bleeding disorders_______   Attention Disorders_______

Eating Disorders________ Wears Contacts/Glasses_______

Diabetes ________Fainting Spells _______High Blood Pressure_______ 

Other: _______________________________________________________
Please describe any condition or need that you checked: _____________
_____________________________________________________________

Is the student experiencing any current health problems, under medical care, receiving mental or behavioral services or currently taking any medication? Yes _____________No_______________

If YES, please explain: __________________________________________

_____________________________________________________________  

Has the student undergone surgery or experienced any injury, illness, allergy or change in health status any time during the last year? 

Yes__________ No_________ if yes please explain: _________________
_____________________________________________________________

What else should we know about the health of your child? ____________ 

_____________________________________________________________Please use the back of this page if needed.

Immunization History

Are the student’s immunizations up to date? Yes________ No_________

Please sign below that all the information above is correct:

Student’s Name: ____________________________Date:_____________

Student’s Signature: ___________________________________________

Parent/Guardian Name: _______________________Date:____________
Parent/Guardian Signature: _____________________________________
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