
 

 

Child Name _____________________________________      Date_____________  

 

Medical Information 

Do your child have any of the following: 

____ Vision 

____ Hearing 

____ Allergies If yes please list: ________________________________________ 

____ Asthma or any type of breathing problems.  

____ heart problems 

____ ADHA  

____ Autism 

____ depression or major depression 

Does your child take any medication? Y/N   If yes name and dose. 
______________ 

__________________________________________________________________ 

At Reginald Wilkerson Foundation and Mentoring LLC, Afterschool and Summer 
program we DO NOT ADMINISTER MEDICATION . 

Are there any concerns we should know about your child? ___________________ 

__________________________________________________________________ 

__________________________________________________________________ 

 

       _________________________________                                         ____________ 

                    (Parent Signature)                                                                           (Date) 



 

 


