CONFIDENTIAL HEALTH FORM
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Name and telephone number of family doctor:

Please indicate if your child suffers from the following?
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o bleeding
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Current illness requiring specific medication:



Should you deem it appropriate, please provide your child with a copy of any
relevant documents.

Name of the parents or legal representatives:

Date: o

Signature of the parents or legal
FEPrESENTATIVES! ....iuiiiiiiiiiiciieii e



