Name of School

Address

Child's Name:

Has your child had a tuberculin skin test? O vYes [ No
If yes, indicate: Date Positive_ Negative
Has your child had a lead screening test? [ Yes [] No
If yes, indicate: Date Positive MNegative
Has your child ever visited a dentist or dentalclinic? ~ [JYes [J No

Are there any conditions which should be brought to the attention of a teacher andior nurse in

school, e.g., allergies, seizures, surgery, etc.? OYes [INo

Please Specify:

PARENT'S (OR GUARDIAN'S ) SIGNATURE



