NAME:__________________________________________DATE:________________________
INTAKE/IEP INFORMATION
Medications currently taking – at home or in school:

Allergies:  Food or Drugs:

Asthma:  Inhaler, nebulizer, hospital/ER visits:

Hospitalizations:

Medical Conditions – seizures, etc:

Vision exam   glasses – keep at home or school:

Hearing exam:

Dental – Mobile dentist:

Diet:  Regular? Picky eater?

Physical form completed?

Primary MD/Specialist

